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On October 7, 2009, HRLA received an e~mail
from DC Health Resources Partnership, a
consultant with Department on Disability Services
(DDS). The e-mall documented concemns related
to the health and safety of a client residing In the
facility. A nurse with the DC Health Resources

Partnership (OCHRP) alieged cbserving systemic = IL
deficient practices as specified beiow: ecewrd 1| 14|04
GOVERNMENT OF THE DISTRICT OF COLUMEIA

1. There was no Licensed Practical Nurse (LPN) DEPARTMENT OF HEALTH
or Registered Nurse (RN) in the home betwaen HEALTH REGULATION ADMINISTRATION
7:00 am, and 7:30 a.m. The LPN scheduled to 825 NORTH CAPITOL ST., N.E., 2ND FLOOR

pass medications artived some time after 8:00 C
a.m. All scheduled medication passes were late; WASH'NGTON’ D c 2000?

2. Aclient, that was an insulin dependent
diabsetic, had been given her breakfast without
having her blood sugar measured. The LPN
checked the clignt's blood sugar, without the
availability of a lancet and the client's blocd sugar
reading was 127. The primary care physician was
notified and ordered that the morning ingulin be

3. There were no lancets available in the home to
perform blood sugar finger sticks,

4. There was a noted discrepancy in one client's
medical record between the written physician's
order and medication administration record.

Due to the nature of the complaint and the
facility's status of being in immediate jeopardy (
identified on Seplember 30, 2009) surveyors from
the State Survey Agency (SA) initiated an onsite
investigation on October 7, 2009. During the
investigation, cancems were identified that
revealed the facility had not enacted sufficient

LABORATORY DIRECTORS OR ER/SUPPLIER REPRESENTATIVE'S suebﬁuas .
W) %ﬁ

Any deficiency stetement eAding with an asterlsk (7) denotes & deflciency which the Inatiution may b excused o oorrecting providing It Is gétermined that
other safaguards provide sufficient protectisn to the patients. (Seé Instructions.} Except for nursing homas, the findings stated above am d osable 90 days
following the dats of survey whethar or nok a plan of correction Is provided. For nursing homes, the above findings and plans of correction are disciossble 14
days fellowing the ugnaha thasa documents are made avallable to the facilty, N deficlancies are cited, an approved plan of comection Is raquisite to continued
program parugipation.
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systems to remove the Immediate jeopardy and
therefore, clients’ health and safety continued to
be at risk.

On Qctober 13, 2009, the SA received an
allegation of compliance indicating that the
immediate jeopardy had been removed.
Observation and interviews on October 14, 2009,
and October 15, 2009, however, revealed
continued defigient practices existed related to
the health and safety of the clients and the
immediate jeopardy remalned in effect. On
October 16, 2009, the facilty removed the
Immediate jeapardy by taking iImmediate and
aggressive actions to remedy the problems as
evidenced by the following:

a. LPN #1 was removed from work schedule and
was scheduled to be terminated by Qctober 19,
2009;

b, RN #1 was removed from the work schedule
pending further corractive aotion;

¢. The facility indicated that corrective actions
wouki be Implemented to address the DON's
failure to supervise and provide adequate
oversight of nursing care services.

The findings of the survey were based on
observations in the group home, interviews with
the facility's management, nursing and diract care
staff and the review of records, including unusual
incident reports, investigation reports and
administrative records. Three clients with various
digabilities were selected from a residentis|
population of six females.

While the facility implemented practices to

{W 000}
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address the immediate jeopardy, condition level
deficiencies remained in the domain of Governing
Body and Health Care Services.

4383.410 GOVERNING BODY AND
MANAGEMENT

The facility must ensure that spacific goveming
bedy and mahagement raquirements are met.

This COGNDITION is not met as evidenced by:
Based on observation, interview, and record
review, the facility's governing body failed to
maintain general operating direction over the
faclity, [See W104 and W331) '

The effects of these systamic practices resulted
in the governing body's failure to adequately
manage the facility in @ manner that would enstire
each client's heaith and safety, [See aiso W318]

483.410(a)(1) GOVERNING BODY

The govamning body must exercise gensral poficy,
budget, and operating direction over the facility,

This STANDARD is not met as evidenced by:
Based on obsarvation, interview and record
review, the goveming body exercised genera)
policy and operational direction over the facility,
except in the following areas for three of threa
:HG?MS residing in the facility. (Clients #4, #5, and

The findings include:

{W 000}

W 102}

{W 104}

W102
This Condition will be met as |
evidenced by:

1904
Reference responsas to W104 and .
W331, L |ORgPIag

w104 T T
This Standard will be met as evidenced|
by:

1. Cross reference responses to
wW1io2

2. Reference response to W149

Reference response to w192,

4. Reference response to W331,

f-('l'f-i‘i
MM’

w
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On October 13, 2009, the facility submitted a Plan
of Correction (POC) to address deficiencies cited
during the October 1, 2009. to the Department of
Health.
On October 13, 2009, the faciiity submitied a Plan
of Correction (POC) to address deficiencles cited
as & resuli of the Octobar 1, 2009 survey, On
Qctaber 1, 2008, the facllity was cited for
implementing poficies that ensure the health and
safety of the clients residing in the facility.
According to the POC, the fa¢ility documented
that it would ensure physicians's orders were
signed and dated within 24 hours, ensure staff
would receive training on medication
administration policy, and mealtime protocols.
1. Cross Referenca to W102. The goveming
body failed to adequately govern tha facility. in a : —_— -
manner that would ensure the clients's heaith and w114
safety, for three of the six clients residing in the kN
faciiity. : This Standard will be met as \.\
2. Cross Reference to W149, The goveming . evidenced by:
body failed to ensure telephone orders were Hag.09
signed and dated within the 24 hour period, for The Physician has been requested SO
three of the six clients residing in the faclllty. to ensure that all orders and UMOM
3. Cross Reference to W192. The governing entries into the individuals record :
body falled to ensure staff were trained 1o be signed and dated. The RN
transcribe orders correctly and failed to ensure . . .
meaitime protocols were implemented , for two of assigned to the home will monitor -
the six clients residing in the facility physician orders and fallow-up
4. Cross reference to W331, The governing body with t‘he PCP when concerns arise.
falled to ensure nursing services In accordance The Director of Nursing will also
with each client's needs, for three of the six conduct periodi ;
clients residing in the facility, P ro_dac reiﬂew‘s to further
{W 114} | 483.410(c)(4) CLIENT RECORDS {(W114)| ©nsure compliance in this area.
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Any individuat who makes an entry in a client's
record must make it legibly, date it, and sign it

This STANDARD is not met as evidenced by:
Based on interview and record review, the facility
failed to ensure that all entries in clients' records
were signed, for one of tha threa clients included
in the sample. (Client #1)

The findings include:

Review of the physician's orders sheet (POS) on
September 30, 2009 at approximately 1:10 PM
revesied Client #1 had several telephone orders
that had been signed but not dated by the facility's
Primary Care Physician (PCP) as documented
below:

On August 31, 2009 at 5 p.m. the PCP ordered
via telephone the client to retum to her day
program and an illness;

On September 1, 2009 at 3 p.m. the PCP ordered
via telephone to discontinue Peptamen DT @ 40
cc/hr x 10 hours from 7 p.m. until 5§ a.m.; end

On September 1, 2609 at 3 p.m. PCP ordered via :
telephone that the client Start Peptamen DT @ 50
cc 1 hour x 10 hours from 7 p.m. until 5 a.m.

interview with the Reglister Nurss on September
30, 2009 failed to provide an explanation as to
why the physician had not dated the orders.

{W 149} 453.420(;)(1) STAFF TREATMENT OF W 149}
CLIENT. '

The facility must develop and implemant written
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policies and procedures that prohibit
mistreatment, neglect or abuse of the cllent,
Wigg T ——
This STANDARD is not met as evidentchedfgy
Based on interview and record review, the facility is Stand ill be met as -
failed to ensure telsphone orders were signed Th_'s tandard wi metas -
and dated within the 24 hour period, for three of evidenced by:
the six clients residing in the facility. (Chents #4,
#5, and #6) An interim policy was written to . ID-IHM
The finding includes: address timely signatures and dates” o1 YY/'
within the 24 hour period. : 3
On Gctober 13, 2008, the facility submitted a Plan Implementation of the policy is
of Comrection {(POC) to address deficlencies cited }p ) h policy
as a result of the October 1, 2009 survey. On monitored by the RN and the LPN
October 1, 2009, the f;ci!ity w3as cited for assigned to the home. In
Impiementing policies that ensure the health and . ,
safety of the clients residing in the facility, a"'f‘”da nce to the policy the LPN
According to the POC, the facility documented mast immediately notify the RN
that it would ensure physicians's orders were héul del b ise,
signed and dated within 24 hours. 5 c!md 'flny. elays or problems avn
The policy is currently under review
1. Tfp"ﬁ facility fa"?gpf: have ': palicy to 9"5:;9 to ensure a that a viable back up
that physician's telephone orders were sign . ;
and dated within 24 hours as required by focal plan is included in the process to
regulation [Title 7, Subtitle D, Chapter 13]. prevent lapses or delays. All staff
_ . . . h
a. Review of Cllent #5's medicel recond on w:ll' receive Frammg ont e.ﬁnal .
October 7, 2009, at approximately 6:15 p.m., policy once it has been reviewed and
reveaied a telsphone orders dated September 29, approved by the Governing Body.
2009. According to the orders, the client was
prescribad Debrox five drops to both ears, twice a
day for five days. Further review of the telephone
order revealed no evidence that the order was
signed by the primary care physician (PCP).
Interview with the registered nurse (RN) on
Qctober 7, 2009 at approximately 7:00 p.m.
indicated that telephene orders should be signed
FORM CMS-2587(02-99) Previows Versiong Obealats Event 10: BTNS12 Faclity ID; 0ag123 {f continustion shest Page 6 of 37
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Continued From page 6
within 24 hours by the PCP,

b. Review of Client #4's medica! records revealed
a telaphone orders dated September 19, 2008,
The order read, "Cleanse scratch on the forehead
with peroxide, apply Neosporin cintment every
shift until healed. Further review of the
telephone order revealed no evidence that the
order was signed or dated by the PCP. Interview
with the registared nurse (RN) an Qctober 7,
2008 at approximately 2:00 p.m. indicated that
telephone orders shouk! be signed within 24
hours by the PCP.

¢. Review of Client #4's medical record on
October 14, 2000 at approximately 10:00 a.m.,
revealed a telephone orders dated Qotober 8,
2008 at approximately 3:15 p.m. According to the
orders, the client was prescribed Fosamax 70
mg, one tab, by mouth, every week on
Waednesday for osteoporosis. Further reviaw of
the telephone order revealed no evidence that the
order was signed by the primary care physician
(PCP). Interview with the registered nurse (RN}
on Oclober 8, 2009 at approximately 4:00 p.m.
Indicated that telephone orders should be signed
within 24 hours by the PCP.

d. Review of Client #4's medical record on
October 14, 2008 at approximately 10:00 a.m.,
revealed 3 telephone orders dated October &,
2009 =t approximately 3:15 p.m. The order road
discontinue 17 units Lantus subcutaneously (SQ)
at bedtime for diabetes mellitus; Given Lantus 10
units SQ at badtime for diabetas mellitus; and
discontinue 1/2 diet pudding at bedtime; and give
4 ounces apple juice and one graham cracker.
Further review of the telephone order revealed no
evidence that the order was signed by the primary

{W 149}
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care physiclan (PCP). Interview with the
registered nurse (RN) on October 10, 2009 at
approxirnately 4:00 p.m, indicated that telephone
orders should be signed within 24 hours by the
PCP.

e. Review of Ciient #4's physiclan orders sheet
on October 7, 2009 at approximately 1:48 p.m.,
revealed a telephone orders that had been signed
bu: not dated by the facllity's PCP as documented
below:

- On September 9, 2009 at 8:00 p.m., the PCP
ordered via telephone, an X-ray to last toes (4th
and 5th) left foot for toe discoloration.

f. Review of Client #5's physician orders sheet on
October 8, 2009 at 3:45 p.m., revealed several
telephone orders that had been signed but not
dated by the facility's PCP as documented below:

- On May 17, 2009 at 7:00 p.m., the PCP ordered
via telaphone, to diseontinue Tylenol 650 mg PRN
for temperature greater than 100, Start Tylenol
650 mg by mouth every four hours for pain or
temperature greater than 100 degree Fahrenheit,
PRN

+ On May 18, 2009 at 1:00 p.m., the PCP ardered
via telephone, Augmentin 500 mg by mouth, twice
@ day for 15 days. Keep patient from pieking left
3rd finger. Bactroban aintment to finger, three
times a day until healed, clsan with normal saline.

Based on interview and record review, the facility
failed to establigh and/or impiement policies that
ensured the health and safety of seven of seven
clients residing In the facility. (Clients #1, #2, #3,

{W 148}
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#4, #5, #6, and #7)
The findings include:

The facility failed to have a policy to ensure that
physician's telephone crders were signed within
24 hours as required by local regulation [Title 7,
Subtite D, Chapter 13],

Review of the physician’s orders sheet (POS) on
September 30, 2009 at approximately 1:10 p.m.
revealed Client #1 had several {elephone orders
that had not been signed by the facllity's Primary
Care Physician (PCP) within twenty- four (24)
hours as required by local regulation;

a. September 9, 2006 at 8 p.m.

-Keflex 250 mg/5 mi suspension 10miP.0. Q6
hrs x 10 days;

-Cleanse stomach stoma with NSS, pat dry apply
Bacitragin 500 units to G-tube site twice daily,
cover with dressing.

b. September 13, 2009 at 3:20 p.m.

-Bactrim DS via G-tube BID x 10 days for MRSA.
Monitor vital signs twice daily x 10 days. D/C
Keflex-bactaria is rasistant to Keflex.

¢. September 14, 2009 at 3:00 p.m.

=D/C Bactrim, start Avelox 400 mg QD x 7 days.
d. Septamber 23, 2009 at 6:30 p.m.

-Start Peptamen DT @ 50 cc 1 hr x 10 hours
from 7 p.m. to 5 a.m. D/C Osmolite 1.2 CAL from
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8 p.m. 106 a.m. @ 30 ca/hrs x 10 hrs, W192
Interview with the Directar of Nursing on Octobar Y
1, 2009 acknowledged that the aforementioned This Standard will be met as evidenced
telephone orders from the PCP had not been by:
signed by the PCP within twenty-four hours. '
X T | R 1
{W 192} | 483.430(e)(2) STAFF TRAINING PROGRAM (w192} 1. Reference response to W331.
For employees who wark with clients, training 2. The LPN staff wiil receive l M ‘LO"?
rnl : u“r?:;;:n?:. ﬁgﬁ: :g:d?petencles directed additional training on _ quol "‘1
adherence to usage of adaptive
ealui . .
This STANDARD is not met as evidenced by: quipment during medication
Based on obsefvation, Interview and recorg pass. The RN will also monitor -
:re\?ee“g g?rammybf:'olerg to ensure staff :ef;ﬁedt medication administration
ain nacri ers correctly an 0 o
ensure mealime protocols were implementad , - Passes and take corrective
forAtwo of the six clients residing in the facliity, actions as needed to include
(Clients #4 and #5) but not limited to; training,
Tha findings include; disciplinary actions, purchasing
/acquiring equipment as
On October 13, 2009, the facillty submittad a Ptan . eec:j d & caulp
of Correction (POC) to address deficiencies cited « needed.
s a result of the Qctaber 1, 2009 survey, 3. Disciplinary action was
According to the POC, the facility documented ;
that it would receive additional training on m} plemented for the staff who
ensuring consistency with mealtime protocols in failed to implement client #5’s
accordmophysician orders, and nutrition liquids as ordered. The Home
recommen ns. Manager, and LPN staff
1. Crouss Refer to W331. The facility failed to assigned to the home continue
ensure nursing staff were effectively trained to . .
transcribe and review physician's orders to cond U.Ct routine mealtime
accurately. observations and provide
feedback and directi
2. The facility's medication nurse failed to use the rection to the
appropriate adaptive feeding equipment during staff on a regular basis.
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medication administration for Client #5. 4. All staff receivedam_npe_/tency
During madication administration observation on training on transcription of
gctober 14, 200(9[]: a:l )9:15 prtl:s the J.icensed physician orders, assessing
ractical Nurse was observe . ,
administering Client #5 her medications using a weights and administering g-
reguiar cup, The liguid was observed to spill from tube feedings on October 12,
the client's mouth. During dinner observations on .
October 14, 2009, at 6:35 p,m., the direct care 2009. The RN continues to
staff was observed assisting the client with ) monitor and provide direction
drinking using a spout cup. Further observations to the LPN assigned to the
revealed no spiliage during the meal. Interview ho
with the direct care staff on October 14, 2009, me.
during the meal revealed that the client required a 1. Reference rasponse 1o #4.
spout cup during feeding to reduce spillage. 2. Refere
Review of the Client #5's feeding protocol dated S Srence response to #4. The
April 22, 2009, verified the staffs imerview by Director of Nursing will
revoaling the client shouid be fed with an adaptive ___ continue to forward copies of
Spout cup to reduce spillage. all completed trainings to the
3. The diract care staff failed to demonstrate group home site for filing. The
competency in implementing the clients feeding . Director of . )
protocols, for Cllents #5 and Client #4. ector of Nursing will also
maintain a copy as a back-up.
a. ggbsger;aﬂolﬂs :;lgngodiﬂnﬂ on Ofet%bt;f 7&_ t 3. Cross reference response to
2009, inning 30 p.m., revea e direc
care staff was abserved feeding Client #5 her W331{#1.a.b.c.). The nurses
dinner. The meal consisted of pureed turkey have participated in training on
chops, rice, greens, pears and regular thin liquid (a . . .
Julce, Later during the meal observations at 7:35 transcription of physician
p.m., Cliant #5 was heard gurgling. The direct orders and procedures to
oo e tanl sher sesisung o ient mtn - properly calculate fluid
e after assisting L .
drinking, The fiquid being fed to the client was restrictions. The Director of
thin, the texture of water. The staff was Nursing will continue to
questioned about the consistency of Client #5's
liquids, The direct care care stated that the
liquids should be nectar cansistency. )
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Review of Client #5's feeding protocol dategr:éaril )

22, 2008, ravealed that all liguids waere ord 10 crhe e amA

be thickened to nectar consistency. The dlient's sch.et.iu:'e and'coordlmate .

current physician orders dated October 2009, training with incoming nursing

confimed the nactar thickened liquid consistency. staff and provided on-going

It shouid be noted that the review of the facility's training thereafter. Corrective

training records on October 8, 200?]:| at actions will be taken for

approximately 3:00 p.m., revealed that the direct .

care staff recaived tralning on Client #5's feeding employees who fail to

protocol on August 28, 2009; hawever the direct consistently participate and

care staff failed to provide the proper nectar - meet training requirements.

thickened liquid consistency to Client #5.

4. On Octobar 7, 2009 at 6:33 p.m., Client #4 was
observed aating dinner. The meal consisted of
shredded chicken, sliced cammots and rice.
Interview with the direct care staff, during the
meal, indicated that the client recelves a chopped
texture diet.

Review of Client #4's mealitime protocol dated
January 22, 2009, revealed a chopped texture
diet. Further raview of the client's current
physician orders dated October 2009, confirmed
the mealime protocol.

Raeview of the facility's training records on
October 8, 2009, at approximately 3.00 p.m.,
revealed stalf had received training on Client #4's
diet and feeding protocol on August 28, 2008,
However the direct care staff falled to provide the
proper diet consistency to Client #4 during meals.

Based on interview and record review, the facility
failed to ensure that each employes providing
nursing services was trained to competently
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transcribe orders, assess weights, and,
administar G-tube feedings. This failure posed
likely harm to all clients’ health.

The findings include;

1. The facility's nursing services failed to ensure
that gach licensed staff had received training on
procedures to accurately measure the clients’
body weight,

Client#1 had a decrease in her body weight
from 88,7 pounds in March 2008 to 82 pounds In
April 2009. The client, as of September 29, 2009,
had lost an additional pound, placing her below
her Healthy Weight Range (HWR 62-82 Ibs),

On September 20, 2009, beginning at 8:45 p.m.,
interviews were conducted with the RN supervisor
and Diractor of Nursing to asesrtain more
information. According 1o RN Supervisor, weight
variations had been documented for several of
the clients residing in the facility and it was
suspected that weight's hsd not been compieted
and/or measured aceurately in previous months.
The RN supervisor further indicated that the
waighing policy had been revised to ensure
accuracy of weights and to identify measures to
enact i warranted. The Director of Nursing
(DON) revealed that the Supervisory nursing staff
had provided training to the nursing staff on the
correct policy and procedure for measuring
clients’ body weights, to include calibration of the
scale to ensure that the scale was accurately
meaasuring weight.

Earller interview with the LPN and the QMRP on
September 30, 2009 revealed that a new scale,
recommended by the Interdisciplinary Team (IDT)
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had been ordered, but had not been recelved.
The QMRP indicated that the scale currently
being used in the facility had been calibrated and
was accurate. The QMRP aiso indicated that alf
nurses had been trained in its uze. When the
LPN on duty was asked to demonstrate the
waightinrg technlques, she failed to following the
weighing protocol that requireq the scale to be
calibrated prior to placing the indlvidual on the
scale. The QMRP acknowledged that the LPN
failed to following the welghing protocol.

The RN was asked to provide evidenced that al!
nurses had been trained to weigh clients using
the chalr s¢gle. The RN could not provide any
documentation of training.

2. Similarly, interview with the nurses indicated
that the Supervisory RN and Director of Nursing
had trained nursing staff on tube feeding
procedures for Client #1. This reportedly
addressad changes in the client's tube feeding
schedule, Although it was statad that nurse
training records would be documented in the
in-service training book, subsegquent review of the
training records failed to show evidenca of said
{raining on tube feeding proceduras, No
additional information was provided; therefore, a
chronological history of nurss training on the
facilily's welghing and G-Tube feeding prolacol
could not be verified,

It should be noted that this is a repeat deficiency.

3. Cross Refer to W331 (#1a.b.c). The facility
failed to ensure nursing staff were effectively
trained fo transeribe physiclan's orders
accurately,
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a. Review of Client #1's record on September 30,
2009 evidenced physickan orders (dated
September 1, 2009, and Sepitember 9, 2009,
Septamber 23, 2009 September 29, 2009) that
wers transcribed inaccurately, which could likely
posed a risk to the clients’ health and safety.
According to the Director of Nursing (DON), the
supervisory nureing staff had proviged training to
all nursing staff on and after the August 25, 2008,
on the impottance of transcribing physiclan
orders' accurately. Review of the in-service
training records, howevar, failed to show
evidence of said training on tranecribing of all
physiciane’ orders.

The DON acknowledged that the physician's
orders were transcribed Incarrectly and that
nursing in-service training session were
ineffective,

3. Cross-refer to W331.6 The facility's nursing
services failed to ensure that each iicensed staff
had received training on procedures to properly
Galculate fiuid restrictions for Client #2 and #3, as
ordered by the Primary Care Physician (PCP).

Review of Cllents #2 and #3's Fluid Restriction
Intake Sheets on September 30, 2000 at
approximately 4:00 p.m. revealed inaccuracies
with the amounts of fluids received.

a. Imterview eanducted with the facility RN
supervisor on September 30, 2009 at
approximately 10:00 a.m. revealed that Client #2
was prescribed 3 fluid restriction of 880 ' 5 c¢ of
fluid daily.

Review of Client #2's physician orders verified the
client was prescribed a fluid restriction of 880 ¢c

W 182}
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of fluid daily, Review of the dogumentation
utifized by nursing staff { i.e. Fluid Intake
Monitoring Sheet) and the direct care staff (i.e.
mealtime protocol) at approximately 3: 40 p.m,
revealed the client ' s totsl allotted dally fuids
intake measyred 820 cc daily.

interview with Direclor of Nursing (DON) on
September 30, 2009 at approximatety 5:00 p.m.
acknowledged the fluld intake documentation
sheet and mealtime protocal were Inaccurate and
the facility was not adhering to the 880cc of fluid
dally as prescribed.

b. Interview conducted with the faciity RN
supervisor on September 30, 2009 at
approximately 10:00 a.m, revealed that Client #3
was prescribed a fluid restriction of 1500 ¢¢ of
fluid daily.

Review of Client #3's physician ' s orders, verifiad
that the client was prescribed a fiuld restriction of
1500 ce of fluid daily. Review of the
documentation utilized by the nursing staff {i.e.
Fluld Intake Manitoring Sheet) and the direct care
staff (i.e. Mealtime Protocol) at approximately
3:45 p.m. revealed the client' s total allotted
daily fiuid intake measured 1720,

Interview with Director of Nurging (DCN) on
September 30, 2009 at approximately 5:10 p.m.
acknowledged the fluid intake documentation
sheet and mealtime protocol were inaccurate and
the facility was not adhering to the 1500cc of fluid
daily as prescribad.

Although it was stated thst nurse training records
would be documented in the in-servics training
book, subsequent review of the tralning racords

W 192}
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failed to show evidence of said training an fluid

intakefrestrictions. T e
{W 318} | 483.460 HEALTH CARE SERVICES {w 318} Ww3ls

The facility must ensure that specific health care This Condition will be met as

services requiremnents are met. evidenced by:

Reference responses to w331,

This CONDITION is not met as evidencgd by W368, and W192. The Medical “, ({ldq

Based on Interviews, and record verification, the bi o

facility's nursing services failed to establish irector in coordination with the ‘”“1”""1

systems to provide health care monitoring and DON will continue to evaluate

identify sefvices in accordance with clients’ needs

[Refer to W331]; the facilit failed to assure that and assess and implement

all drugs are administered in compliance with the policies and protocols to ensure
physician's orders (Refer to W368]; and the that health care practices, to
faciiity falled to ensure that nurses were were . R e s
competent t provide nursing services [Refer to include; monitoring, identifying
W182]. services in accordance with

The results of these systemic practices resutts in clien.ts‘ needs, medic?tions
the demonstrated failure of the facility to provide administered, compliance with
health care services. the physician’s orders,

competency and systemic
practices analyzed and addressed
to ensure that health care
sarvices are met,

Based on interviews, and recard verification, the
facility's nursing services failed to establish
systems to provide health care monitoring and
identify services in accordancea with clients' needs
[Refer to W331]; the facifity's registered nurse
(RN) falled to ensure direct physical examinations
were conducted fuarterty or on a more freguent
basis [Refer to W336]; the facility failed to assure
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that all drugs are administered in compliance with
the physictan's orders [Refer 1o W368], the
facility's nurse failed to store drugs under proper
conditions of security, during the medication
administration [Refer to W381]; and the facility
failed 1o ensure that nurses were were competent
to provide nursing services [Refar to W182],

The resulis of these systemic practices results in
the dernonstrated failure of the facility to provide
health care sarvices.

{W 331} | 483.460(c) NURSING SERVICES

The facility must provide clients with nursing
services In accordance with their needs.

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to ensure nursing serves
in accordance with each client's neads, for three
of the six clients residing in the facility. {(Clients
#4, #5, and #6)

The findings include:

Ociober 1, 2009, the facility was cited for failure
to ensure employees providing nursing servioes,
were trained o competently transcribe orders,
assess weights, calculate fluld restriction and
administer G-tube feedings. On Oclober 13,
2009, the facility submitted a Plan of Correction
{POC) which stated that al) nurses in the home
would receive additional training on appropriate
transcribing of physicians' orders, adherence to
the medication administration policy,
documentation and communication between the
primary care physician (PCP), ensure consistency
with meaitime protocols in accordance to

{w 318}

w331

{W 331} |
This Standard will be met as evidenced
by: -

1. Cross reference responses to
W152

2. Cross reference responses to
W436,

3. Cross reference response to
w192 (2)

4. Cross reference response to
w192 (3)

[t H{JO S
UYW,O:»(
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physician orders and addressing nutrition .o
recommenciations. W331, continued.. "7 Tt
1. Cross Refer to W192. The facility failed to
ensure nursing staff were effectively trained to 1-6
transcribe and review physician's orders
accurately. (Cllent #4 and Client #5) The Director of Nursing Implamented
- disciplinary action for the RN who
2'- Croas Refer to W430. ‘The facilty nurses falled to transcribe telephone orders .
failed to follow-up an medical consultation order w i ﬂc’
for custom molded shoes for Client #4. when given. The Director of Nursing !
5 - ) also provided additional training for (M%Q’
2‘ Thepm“::sggfawﬁ ioi?nguer:ﬁgmﬁjmgm all RN staff to include but nat limited
medication administration for Client #5. to; ongoing supervision
reguirements, timely
Durig meclen aqTia st dosaraton on ssesmrtsolow-
Practical N!:lrse (I..PN).wasp bb's'awad documentation and communications
administering Client #5 her medicalions using a with the PCP, The RN will conduct
ﬁular c;'up. The ilq&d waz observo;: to ?;:1 from assessments at discharge for each
client's mouth, During dinner observations on s .
Octeber 14, 2009 at 5:35 p.m., the direct csre individual and dosulment in the )
staff was observed assisting the client with record.  All physician orders are to
drinking using a spout cup. Further obsenlal_iuns be reviewed by the RN for accuracy
mglaeddmpmm g‘#‘"g g’:tm::h ‘:"tzef".o':w with regular reviews and monitoring
2 care s on 0 ] ' i
during the mea! revealed that the client required a by the Director of Nursing to further
spout cup during feeding to reduce spillage. ensure compliance with the
Review of the Client #5's feeding protocol dated standards. The RN in ¢oordination
Aprit 22, 2009, verified the staff's interview by ith the Di ; ;
revaaling the client should be fed with an adaptive W e Director of N.ursmg wil
spout cup to reduce spillage. monitor implementation of the POS,
provide training on g-tube feedings,
4. During dinner observations on October 7, and medication administration to
%ﬁmﬂ'gzg&cm:\mﬁz g:;z‘::dsﬁgggg' Include competency reviews. Client
carrots and rice. Interview with the direct care #1 no longer resides In the home.
staff, during the meal, indicated that the ¢lient
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receives a chopped texture diet, '

Review of Client #4's meaitime protocol dated
January 22, 2009, revealed a chopped texture
diet. Further review of the client's current
physician orders dated October 2009, confirmed
the mealtime protocel,

Review of the facility's training records on
Qctober 8, 2009, at approximately 3:00 p.m.,
revealed that the staff received training on Client
#4's diet and feading protocol on August 28,
2009, However the direct care staff falled to
provide the proper diet consistency to Client #4,

Based on observation, interview and record ‘
verification, the facility's nursing services failed to 4
establish systemns 1o pravide health care _
monitoring and [dentify services in accordanse
with clients’ needs, for three of three ciients in the
sample. (Client #1, Client #2 and Client #3)

The findings include:

1. The nursing staff fafled to transcribe Client #1's
physician's orders accurately, which could likely
pose a risk to the clients' health as evidance by
the following:

a. Interview with the nursing supervisor on
September 30, 2009 at B:45 a.m. revealed that
Client #1 was hospitalized from September 15,
2009 through September 23, 2009 for slevated
temperature and PEG tube infection, Further
interview revealed that the RN supervisor had
contacted the Primary Care Physician (PCP)
upon the client's return fo the group home and
received an order to "resume all previaus orders”,
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Review of Client#1's record at approximately
9:00 a.m. revealed a readmission erder that
indicated "orders valid for 120 days. Resuming
all previous orders, T.O. (telephone order) PGP
reviewed by RN supervisor 9/23/09." Additional
handwritten orders, dated September 23, 2009
were discovered in the nurses' station by
Licensed Practical Nurse (LPN) #1 that werg
more specific and identified discharge orders that
wera not signed by the transcriber of the
physician. The Reglster Nurse (RN) stated that
she recelved the telaphane orders from the PCP
between 4 p.m. and § p.m. and acknowledged
that she had not transeribed the telephone order
from the PCF when it was given fo her.

On 9/30/08 at approximately 3:30 p.m. eontact
was made with the PCP via phone which verified
that he had given the RN superviser a telaphone
order {0 resume all pravious orders. At the time
of the investigation, the facllity's RN failed to
{ranscriba telephone orders as given,

b. Review of a physician order dated Septamber
1, 2009 at approximately 8:55 am revealed the
client was to recelve Dilantin chewable tablets
{U-D 50 mg tablete), 2 tablets crushed via G tube
everyday at 7 a.m. for seizure disorder, hold tuba
feeding for 1 hour before and after administration
of Phenytoin. Review of the corresponding
Medication Administration Record at 9:00 a.m.
revealed that the client was receiving her G-tube
feeding from 6 p.m. to 6 a.m,

Review of the Medication Administration Record
(MAR), however, revealed that the client was
being administered Dilantin chewable U-D 50 mg
2 tablets, via G-tube at 6 AM. In an interview
with the RN Supervisor at 9:05 a.m. , she
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acknawledge that Client #1 was administered
Dilantin chewable U-D 50 mg 2 tablats, via
G-tube at 6 am,

¢. Raview of the Client #1's records at
approximately 10:45 a.m. revealed a physician
order, dated September 1, 2009. According to
the physician's order, the chiant was prescribed
Dilantin 2 tabs (100 mg) ¢crushed via G-tube for
selzure disorder. Review of tho Ssptembar 2609
MAR; however, documented the transcription of
the order on September 29, 2009 as Dilantin
(chewable)U-D 50 mg tab, 20 tablets (100 mg)
crushed via G-tube for seizure disorder. The
MAR was signed by a nurse on September 30,
2009 indicating the order for 20 tablets had been
administered. Interview with the RN supervisor at
approximately 10:4& a.m, acknowledge the order
for 20 tablets of Dilantin crushed via G-tube for
salzure disorder had been transcribed Instead of
Dilantin (chewable) U-D 50 mg tab, 2 tablets (100
mg) crushed via G-tube everyday ,

2. The nursing $taff failed to calculate Client #1's
G-Tube flushes in accordance with physician
orders which could likely posa a risk to the clients'
health and safety as evidence by:

Review of the Client #1's medical record
revealed a physician order, dated September 1,
2009. According to the crder, the client was to
receive water flushes (via G-tube) prior to
medications, between, and after medications.
The order specified that her G-tube was to ba
flushed with 20 oc of water both prior to and after
inadications, and a 5 m! flush was to occur
beiween medicalions. The review of the
corresponding Fluid Intake Monitoring Sheet for
G-Tube, dated September, 2009, revealed that
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the nurses documented complating 70 cc of water
flushes, which did not corespond to the number
of times medication was adminiatered. The
Director of Nursing (DON) could not explain the

discrepancy.

interview with the Director of Nursing at 5:30 p.m.
acknowledged that the facility nurging staff were
compieted the flushes incorrectly.

3. The nursing staff failed to clarify Client #1's
physician telephone orders accurately, which
could likely pose a risk to the clients' heatth and
safety as evidence by:

a. Review of Cllent #1's records revealed a
telephone order, dated September 29, 2009,
According to the dlient's physician's telephone
order, the client was prescribed * Osmelyte 1.2 at
30 co/hr, 1 can every 6 hours from 6 a.m. « 6 p.m.
{ total of 3 cans per day) with 2 packages of
Procel a day or 909 keals, 48 gm protein, 580 mi
of water a day " . The nurse failed to clarify how
to administer three cans of feedings with the
restriction of ona ¢an every six hours during her
12 hour continuous feed. Furthermore, the nurse
failed to identify the exact type and amount of
Protein supplement to ba administered with the
client' ¢ continuous feed, It should ba noted that
interview with the Director of Nursing at
approximately §:30 p.m. acknowledged that three
cans of the Osmolyte 1.2 could not be
administared in total at the prescribed rate within
the specified 12 hour feeding cycle.

b. Revigw of the Client#1's medical records
and General Emergency Depariment Discharga
Instructions dated September 8, 2009 rovealed
that the client had a "Primary Diagnosis:
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Cellylitis-drainage site, status post surgery,;
Secondary Diagnosis: Abscess/cellufitis-skin and
Tertiery Diagnosis: Complication-postoperative
infegtion.” The Emergency Discharge summary
recommaended Keflex 500 mg Twenty eight: one
capsule every 6 hours for 7 days. Review of the
physician talephone order dated September 8,
2009 revealed Keflax 260 mg/5 ml suspension 10
mi P.O. Q 6 hrs x 10 days for abscess.

4. The facility nurses failed to administer Client
#1's prescribed G-tube feeding at'scheduled time,

On September 30, 2009 at approximately £:00
p.m. Clignt #1 was observed laying In her bed, st
approximately a 30 degree angle and was not
receiving her 6 p.m, continuos G-tube feeding. At
approximatety 6:15 p.m., the Department of
Health surveyors informed the Director of
Residential Services that Client #1's prescribed
feeding had rot been administored at the
prescribed time. At approximately 6:35 PM the
LPN #2 was observed administering 2 cans
Osmolite 1.2 cal at 30 eghr,

5. The facility hurses failed to update Client #1's
Health Managemant Cara Plan (HMCP).

a. Revisw of the Client #1's medical records
and General Emergency Depariment Discharge
Instructions dated September 8, 2009 on
September 30, 2009 revealed that the client had
"Primary Diagnosis: Cellulitis-drainage site, status
post surgery; Secondary Diagnosis:
Abscess/cellufitls-skin and Tertiary Diagnosis:
Complication-postoperative infection.”

Review of the Health Managemeant Care Plan
dated October 22, 2008 on October 1, 20089 at
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approximately 1:00 a.m. revealed Client #1's
HMCP did not updated to include the new
diagnoses of Abscess/eellulitis-skin and

perative infaction. Interview conducted with
the Director of Nursing on October 1, 2009 at
approximately 1:15 a.m. acknowledged that the
HMCP had not been updated to include the
September 9, 2009 Cellufitis-drainage site, status
post surgery; Secondary Diagnosis:
Abscess/celiufitis-skin and Tertiary Diagnosis:
Complication-postoperative infection.

b. Review of the hospital diechangje summary
report dated September 22, 2009 revealed that
Client #1 was hospitalized from September 15,
2009 to September 23, 2008 for treatment of an
elevated temperature and PEG tube infection.

Revisw of the Health Management Care Plan
dated October 22, 2008 on October 4, 2009 at
approximataly 1:06 a.m. revealed Cllent#1's
HMCP was not updated to include the treatment
for elevated temperature and PEG tube infection,
Interview conducted with the Director of Nursing
on Qctober 1, 2009 at approximately 1:35 a.m.
acknewiedged that the HMCP had not been
updated to include the hospitalization for elevated
temperature and PEG tube infection.

Thera was no evidence that the HMCP had been
updated since August 25, 2009.

8. The facility nurses falled to accurately
implemnent Client #2 and #3's fluld restnction.

Review of Clients #2 and #3's Fivid Restriction
intake Sheets on September 30, 2009 at
approximately 4:00 p.m, revealed inacguracies
with the amounts of fluids received.
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a Interview conducted with the facifity RN
supervisor on September 30, 2008 at
approximately 10:00 2.m. revealed that Cllent #2
was prescribed & fluid restriction of 880 ' 5 ¢c of
fiuid daily.

Review of Client #2's physician orders verified the
cliont was prescribed a fiuld restriction of 850 cc
of fluld dafly. Review of the documantation
utilized by nursing staff ( i.e. Fiuld intake
Moniforing Sheet) and the direct care staff {l.e.
mealtime protocol) at approximately 3: 40 p.m,
revealed the client ' s tota! slictied daily fiuids
intake measured 920 cc daily.

Intatview with Director of Nursing (DON) on
September 30, 2009 at approximatety 5:00 p.m.
acknowledged, the fluid intake documentation
sheet and mealtime protocol, ware inaccurate
and the facility was not adhering to the 850cc of
fluid daily as prescribad,

b. Interview conducted with the facility RN
supervisor on September 30, 2009 at
approximately 10:00 a.m. revealed that Client #3
was prescribed a fluid restriction of 1500 cc of
fluid daity.

Reviaw of Client #3's physician ' s orders, verified
that the client was prescribed a fluid restriction of
1500 ce of fiuld daily. Review of the
documentation utilized by the nursing staff (i.e.
Fiuid Intake Monitoring Sheet) and the dlrect care
staff (i.e. Mealtima Protocol) at approximately
3:45 p.m. revealed the client's total allotted daily
fluid intake measured 1720,

Interview with Director of Nursing (DON) on

W 331}
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Septembaer 30, 2009 at approximately 5:10 p.m.
acknowiedged, the fluld intake documentation
sheet and mealtime protocol, were inaccurate
and the facility was not adhering to the 1500¢¢ of — — -
fiuid daily as prescribed, w336 —
There was no evidence that fluid restriction This Standard will be met as
requirements were implemented as prescribed. ) d b: I ( ‘ w 00’
W 336 | 483.460(c)(3)(i) NURSING SERVICES w 3sg| evidenced by: |
. th
Nursing sefvices must include, for those clients 1. The quarterly nursing . GR(P Ul
certified as not needing a medical care plan, a t was completed
review of their health etatus which must be on a assessment w P
quarterly or more frequent basis depending on for client #4.
client need. 2. Client #5’s annual nursing
assessment has been
This STANDARD is not met as evidenced by: completed.
Based on Inj:erview and racord re_viaw. the
facility's registared nurse (RN) failed to ensure The RN assigned to each home will
direct physical examinations were conducted S
quarterly or on a more frequent basis, for two of maintain a schedule of dates when
the six clients residing In the facilty. (Clients #4 quarterly reports and assessments afe
and #5) ' due. Schedules of completion dates
The findings include: will be performed within the menth in
1. Review of Client #4's medical record 6n _Wh":h the end of the' quarter falls,
October 7, 2009, at approximately 4.00 p.m., The Director of Nursing or designate
revealed an annual nursing as'sessnf'l‘ehnt :l?;:?' consultants will review the records o
s . .
;'e;“é‘;‘,ad"’mlf;a"@d"?,;af: mrzv;au::eﬂye a regular basis to ensure ongoing
assessment in the record after the annual nursing compliance. The Director of Nursing
assessment. Interview with the RN on October 7, . ; \
2009, at approximately 4:45 p.m., revealed that will review all Annual Nursllng .
direct physical examinations should be completed Assessments for new and incoming
evary quarter (3 months). RN's to: ensure that documents are
2. Review of Client #5's medical regord on completed in accordance to standarcr.
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October 7, 2009, at approximately 7:00 p.m., . '

revealed an annual nursing assessment dated This Standard will be met as

Septomber 27, 2009, however, the assassment evidenced by:

was incomplete. The assessment had four of the |.

$eéven pages completed. Interview with the RN " Diecimli ; A |

on October 7, 2009, at approximately 5:00 p.m,, L. Dlelpllnaw actian was taken

confirmed the assessment was Incomplete. against the LPN staff who I 1609

{W 368} | 483.460(k)(1) DRUG ADMINISTRATION {W 368} failed to administer ongw :

The system for drug administration must assure m'edications in compliance

that all drugs are administered in compliance with with the physician orders.

the physician's ordars. (¥3,#4, and #6).The RN will

review the records on a

This STANDARD is not met as evidenced by: regular basis, address

Based on obsesvation, staff Interview and record di ) .

review, the failiy failed to ensure that all drugs _ discrepancies and ensure that

were administered in compliance with the that there is documented

physicians ' orders, for three of the six clients ; .

residing in the acility, (Cients #3, #4 and #6) evidence reflected in the

record that the prirmary care

The findings include: physician and Medical

1. The nursing staff failed to administer Client  Director been informed and

#4's order as prescribed which posed a likely risk . provided direction as needed. -

to the client's health and safety. .'2. Reference response to #1.

a. Obgervation of the evening medication The LPN staff are expacted to

revealed Client #4 was administered Novolog i Q shift

insulin, 5 units, Glucophage 1000 mg, and Os-Cal reconcile as needed. in

200 mg. Review of the corresponding Medication addition, the RN will review

Administration Record (MAR) and October 2009 MAR’s and physician orders

physiclans orders on October 7, 2009, revealed

the cllent was prescribed Novolog insulin 5 units for accuracy. Client #4's Head

before dinner on October 7, 2009. _ and Shoulders is currently

A face to face Interview with LPN #1on October 7, being administered as

2008 immediately following the medication prescribed.
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observation revealed that she gave Novolog W368, continued...
insulin 4 units previously ordered on February 20,
2009. When LPN#1 was asked by the surveyor e e ——— -
why she did not give the 5 units as ordered, she 3. Reference responses to #1 and #2
stated " | was not aware of the new order".
Further observation on October 7, 2009 at Te————
approximately 6:00 p.m. revealed the nurse land 2.
changed on the MAR to indicats that Nov%lgg
insulin 5 units would start on October 8, 2009 and : ey
not on October 7, 2009 as ordered by the ..} Client#1 no longer |:e5|des in t_he ’le’{aﬂ‘(
physician. . home. The staff assigned to client#l
. ) received disciplinary action for failing | | (NP
There was no documented evidence in the record , )
that the nurse made the physician aware that the to document and provide follow-up in
order did not start on October 7, 2009 as accordance to policy and procedures
prescribed. and nursing standards of practice,
b. Review of Client #4's record on October 8, Additional training competency based
2009 at approximately 11:00 a.m. revealed a training was provided to the LPN staff
lalephone order dated July 21, 2009, at 4:20 p.m, S §wasp O_ Ns
The order the client was to receive which assigned to the home to include but
documented, "Debrox eaﬁr drops e(.s';s icsh drops to not limited to; medication
both ears twice daily for five days (w should . . . .
equal to 10 doges of medication) for wax administration, and compliance
removal.” phyfjf:lan orders, transcribing orders.
Further review of the clients record revesied a
MAR for July 2009 that documented that the
facility's nursing staff failed to administer all ten
doses of Debrox as ordered. According to the T = — ——
record, Client #4 received nine of the ten doses Reference responses to W331 and
ordered, w192, :
¢. A record of Client #4's record on October 8,
20089, at approximately 11:30 a.m. revealed a
telephone order for Debrox datec August 4, 2009
at 4:30 p.m. According to the order, the client
was to reesive "Debrox optic drops 6.5% Instill 4
drops In left ear twice a day for 5 days (which
FORM CMS-4567(02.80) Pravious Vereions Obsolets Event I0; BTNG12 Facility ID: 096129 iIf continustion sheetPage 29 of 37
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should equal to 10 doses of medication)." ‘
Further raview of record revealed MAR for

August 2009 which documented that the facllity
nursing staff failed to administer the ten doses of
Debrox ordered. Client #4 received nine of the ten
doses ondered,

d. Review of Client #4's recerd on October 8,
20089, at approximately 3:00 p.m. revealed an
order date January 30, 2008 for "Head and
Shoulders daily."

Further review of Client #4's record revealed
MAR's from February 2008 through October 2009
which documented that Ciient #4 had treatments
of the Head and Shoulders three times a waek
(which was an ordered dated from Fabruary 23,
2004),

During a face to face interview with LPN#2 on
October 8, 2009, at approximately 4:65 p.m.
revealed that Client #4 had g dermatology consult
in January 2009 however, she was unable to
locate the report at the time of the interview. She
acknowledged that Client #4 was not receiving
the Head and Shoulder treatments dally as
prescribed.

2. During the entrance conference on Qctober
14, 2009, at 1:33 p.m., the registered nurse (RN)
indicated that Client #3 recsived a new physlcian
order for eye drops. Review of Client #3's
medical records on October 14, 2009 at 2:30 p.m,
revealad a telephone order for Gentamicin eye
drops, four times a day to both eyes, dated
Qctober 7, 2009 at 5:00 p.m. According to the
MAR, the client received Gentamicin (generic eye
drops) suifate 30 mg/mi, two drops in asch eye
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twice a day, beginning October 8, 2008 through
October 14, 2009, Interview with the RN on
October 14, 2009 at approximately 3:00 p.m,,
confirmed the cllent received two eye drops twice

aday.

There was no avidence that the faciilty's
medication nurse administered Client #3's aye
drops as ordered (four imas a day).

3. Review of Client #6's medical record on
October 8, 2009, at 4:15 p.m., revealed 2 .
telephone order dated May 18, 2009. The order
was for Augmentin 500 mg by mouth, twice a day
for 15 days (30 dosaes). Review of the client's
medication administration regords (MARs) on
October 8, 2000 at approximately 4:30 p,m.
revealsd that the client received the medication
beginning on May 18, 2009, during the evening
medication administration through May 31, 2008.
Further review of the MARs revealed that the
client receivad 27 doses of the prescribed
medication.

Additionally the registered nurse {RN) was
interviewsd on October 8, 2009 at approximately
§:10 p.m., to ascertain information regarding the
location of the June 2008 MAR, The RN couid
did not retrieve the June 2009 MARs. By the end
of the survey, the RN faiied to locate and provide
the June 2008 MAR for review.

There was no evidence that Client #6 received
the prescribed dosas of the antibiotics,

Based on interview and recerd review the favllity
failed to assure that alf drugs are adminigtered in
compliance with the physician's orders, for ohe of

{W 368}
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three cliants included in the sample. (Client # 1)
The finding includes:

1. Review of the Client #1's medical records
and General Emergency Department Discharge
Instructions dated August 25, 2009 at 12 noon
reveaied that she was diagnosed with a Furunele
(boil). Further review of the medical record
revedled a physician order, dated August 25,
2009. According to the physician * s order,
Bactrim OS Suspension 20 m| was prescribed to
be administered via G-tube twice a day for 7 days
(for upper lip abscess). Although the madication
was prescribed for 7 days, the August 2009 MAR
indicated that Bactrim OS Suspension 20 ml was
inltally administered on August 26, 2009 at a.m,
and diseontinved on September 2,2009 at 7 p.m.
( 8 days), Interview with the RN Supervisor at
approximately 12:15 p.m. acknowledged that
Bactrim OS Suspension 20 m) wag prescribed to
be administerad via G-tube twice a day,
Additionally, the RN verified that the medication
had been administered for 8 days.

2. Review of the Client#1's medical records
and General Emargency Department Digcharge
Instructions dated September 9, 2000 fevealed
that the client had a “Primary Diagnosis:
Cellulitis-drainage site, status post surgery;
Secondary Diagnosis: Abstess/cellulitis-skin and
Tertiary Dizgnosis: Complication-postoperative
infection." The Emergency Dissharge summary
récommended “Keflax 500 mg Twenty eight: one
capsule every 8 hours for 7 days." Review of the
physician telephone order dated September 9,
2008 revealed Keflex 250 mg/5 mi suspension 10
miP.O.Q6hrs x 10 days for abseags.
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Review of September 2009 MAR on Sopterber
30, 2009 at approximately at 1:00 PM revealed
Keflex 250 mg (5 ml suspension) 16 mi Q 6 hours
x 10 days was not decumented as administered
on September 13, 2009 at 6 p.m.

Interview with the RN Supervisor at approximately
1:16 p.m. acknowledged that Keflex 250 mg/S mi
suspension 10 mi P.O. @ 5 hrs was not
documanted as administered.

483.450(1)(1) DRUG STORAGE AND
RECORDKEEPING

The facility must store drugs under proper
conditions of secLirity.

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility’s
nurse failed to store druge under the proper
conditions of security, during the medication
administration, for two of the six clients in the
facility. (Clients #4 and #8)

The findings include:

1. On October 7, 2009 at 7:41 p.m., the licensed
practical nurse (LPN) #1 was observed o leave
the medication closet door opened and unlocked
while she went to administer Client #4's
madication in her bedroom. When the
medication ¢loset door was open: the direot care
staff, clients, the Director of Residential Services
{DRS), and surveyors were in the room while the
medications were unsacyred. The DRS was
informed and acknowladged the unsecured
medications at 7:45 p.m.

{W 368}

w3g1

w3s1 "This Standard will be met as “ '

evidenced by:

The LPN assigned to the home
received disciplinary action for failing

- to secure the medication closet. The
LPN no longer works for the company,
The RN will monitor and observe ,
medication administration passes on a
routine basis to include proper
security of medications.

1064
Ohpmat
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2. On October 14, 2009 at 7:58 p.m., LPN#1
was observed 1o leave the med|eatian closat door
opened and unlocked will sha went to administer
Client #6's medication in their bedroom. When
the medication closet door was open; the direct
ware staff, clients, the Director of Residential
Services (DRS), and Burveyors were in the room
while the medications were ungecured. The DRS
was informed and acknowledged the unsecurad
medications at 8:07 p.m.

483.470(g)2) SPACE AND EQUIPMENT

Tha facility must furnish, maintain in good repair,
and teach clients to use and to make informed
choices about the use of dentures, eyeglasses,
hearing and other communications gids, braces,
and cther devices identified by the
interdisciplinary {cam as needed by the client,

This STANDARD is not met as evidenced by:
Based on observaticn, staff interview and record
review, the facility failed to furnigh custom molded
shoes, for one of the six clients residing in the
facility. (Cliant #4)

The finding includes:

Cn Oclober 7, 2009 and
#4 was observed kicking
interview with the direct
survey revealed
keep shoes on.

Oclober 8, 2009, Client
off her aneakers.

care staff during the

that the client does not like to

Review of Client #4's medicai record on October
8, 2009, at 1:45 p.m., revealed @ podiatry consuit
dated September 11, 2009. The consult indicated

mikd discolorations on the 4th and 5th left toes,

W 381

(W 438} !
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and ordered custom molded shoes.
Interview with the licensed practical nurse on
Qctober 8, 2009 at approximately 2:00 p.m. WARE— ———e .
revealed that she was unaware of the physician w436 .
order; and thersfore an appointment for custom ,‘ .
shoes hand not been made for the client. After This S.Itandard will be metas "~
the interview, an appointment was schaduled for " .
custom molded shoes. ewdepced by:
As inc{icted client #4 was seen for (44 q

Based on observation and interview, the facility
failed to ensure devices and aids Identified by the
interdisciplinary team as needed by the client
were avallable for seven of seven cliants residing
in the facility. (Client #1, #2, #3, #4, #5 #6, and
#7)

The finding includes:

The facility failed to ensure the prascribed scale
was available for use,

On September 30, 2009 HRLA received an e-mail
from DDS that indicated concems related to the
health and safety of the clients residing at the
facility.

Allegedly, on September 28, 2000 the nurss

consultant requested that Client
during the visit and found that th
61 Ibs on the chair scale. This

#1 be weighed
e client weighed

was the scale

reportedly used on September 23, 2009 when her
weight was calculated at 62 pounds.

Interview conducted with the RN Supervisor at
8:45 a.m., confinmed that welight vanations hac
been an agency concem and indicated that a new
scale had been ordered. She further stated that

evaluation of molded shoes. The new
scale Ifnas been received and is

currently in use at the home. The
adaptive equipment policy and

proceéures Is currently being revised
to ens,hre a more timely and efficient |
trackirig process.

FORM CMS-2567(02.99) Previous Versions Obsoletn

Event ID:BTNg12

Faciity ID: 00G123 It continuation shast Page 35 of 37




@033

11/18/2009 18:29 FAX 13012708779 IDI HR DEPT
| .

DEPARTMENT OF HEALTH AND HUMAN SERVICES ; P O ADIn272008

CENTERS FOR ICAR ] . B NO. 1
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/GLIA #2) MULTIPLE CONSTRUCTIQN 43) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATICN NUMBER: A NG COMPLETED

R-C
05a123 B. WING 18/ 6/2000

NAME OF PROVIDER OR SUPPLIER
INDIVIDUAL DEVELOPMENT, ING,

STREET ADDRESS, CITY, STATE, ZIP CODE
431 53AD STREET, SE
WASHINGTON, DC 20019

{(%4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOWLD BE
CROSE-REFERENCED TO THE APPROPRIATE

' DEFICIENGY)

D
PREFIX
TAG

DATE

{W 436}

W 455

Continued From page 35

the home was cumently utitizing the old chair
scale, which was observed in the wheelchalr
bathroom (ocated towards the hursing station.

Interview conducted with the Quaiified Mental
Retardation Professional (QMRP) at
approximately 9:30 a.m. revealed that a new
scale (Detecto 6475 digital chair scale) was
recommended by the Regisiered Dietitian (RD)
on Septemnber 1, 2009 and ordered. The new
scale would be shipped to the group home on
October 2, 2009 and during the interim, the old
chair scale would continue to be utilized,
Documentation for the new scale ordered,
however, was not available for verification st the
time of the investigation.

Interview with the Director of Nursing at 5:30 p.m.
acknowledged that the facility had not acquired
the new scale.

483.470(1)(1) INFECTION CONTROL

There must be an active program for the
prevention, control, and investipation of infection
and communicable dissases.

This STANDARD is not met as evidenced by:
Based on observation, staff interview and record
review, the facility failed to Impiement comrect
infection control procadures to prevent
comimunicable infectious diseases, for one of the
six clients residing in the facility. (Client #7)

The finding includes:
During dinner observations, on Octobar 14, 2009

{W 438}

wass |

.
..

W 485| This Standard will be met as

evidenced by:
|

Additional staff training has been
completed on infection control and
maintaining sanitary conditions and
use of gloves and hand washing at all
times. :

The Horme Manager and nursing staff
assignegil to the home will continue to
monitor infection control practices to
ensure ongoing compliance with this

He(449

at 7:35 p.m., Client #7 was observed spitting standard
chewed food onto the floor. The direct care siaff |
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was observed wiping the food from the floor with
paper towals. The staff was not observed to wear
gloves or wash her hands after she wiped up the
food from the floer. Although review of the staff
in-service training book on October 15,2008 .
confirmed that staff had recsived infection control
training on the management of body fluids, the
training was ineffsctive.
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On October 7, 2009 HRLA received an e-mail
from DC Health Resources Partnership
consultant with Department on Disability Services
(DDS) that indicated concems related 1o the
health and safety of a Resident residing in the
facllity, A nurse with the DC Health Resources
Partnership (DCHRP) alleged observing systeric
deficient practices as specified below:

1. There was no Licensed Practical Nurse {LPN)
or Registered Nurse (RN) In the home between
7:00a.m. and 7:30 a.m. The LPN scheduled to
pass medications arrived some time after 8:00
a.m. All scheduled medicstion passes were late:

2. A resident, that was an insuiin dependent

. | diabetic, had been given her breakfast without

| | having her blood sugar measured. The LPN
checked the Resident's blcod sugar, with the
availability of a lancet, knowing that she had been
fod breakiast. The Resident's blood sugar read
127, The PCP was natifled and ordered that the
morning insulin be held;

3. There were no lancets avaifable in the home
to perform blood sugar finger sticks.

4. There was a noted discrepancy In one
resident's medical record between the written
physician's order and medication administration
record.

Due to the nature of the complaint and the
facility's status of being in immediate jeopardy(
Identified on September 30, 2009) surveyors fram
the State Survey Agency (SA} initiated an onsite
investigation on October 7, 2009. During the 3
investigation, concems were identified that :
revealed the facility had not enacted sufficient i

Health Rou.ln nistration

T o
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systems fo remove the immediate jeopardy and
therefore, Residents' health and safety continued
to be at risk,

On October 13, 2009 the SA received an
allegation of compliance indicating that the
Immediate jeopardy had been removed.
However, obsarvation and interviews on October
14, 2009 and October 15, 2009 revealed
continued deficient practices existed relsted to
the health and safety of the glients and the
immediate jeopardy remained in effect, On
October 18, 2009, the facility removed the
immediate jecpardy by taking immediate and
apgressive action to remedy the problems as
evidenced by the following;

a. LPN #1 was removed from work schedule and !
was to be scheduled to be terminated by October
19, 2009

b. RN #1 was removed from the wark schedule _
pending further corrective action; :

il
i
I
i
i
|
i
'
|
|
i

¢. The facility indicated that corrective wouki be
implemented to address the DON's failure to
Supervise and provide adequate aversight of
nursing care services.

I

|

i
The findings of the survey were based on ?
observations in the group home, interviews with l
the facility's management, nursing and direct care !
staff and the review of records, Including unusval i
incident reperts, Investigation reports and !
administrative records. Three clients with various |
disabilities were selocted from a residential
popuiation of six females. i
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Each training program shall inciude, but not be
limited to, the following:
(1) Specialty areas related to the GHMRP and the BwosH T
residents to be served including, but not limited i
to, behavior management, sexuality, nutrition, o .
recreation, total communications, and assistive This ;Statute will be met as
technologies; evidenced by:
This Statute is not met as evidenced by: 1. ¢ o
Based on observation, interview and record 0% reference resPonsé w
review, the Group Home for Mentally Retarded W33 1. \
Persor's (GHMRP) failed to ensure siaff were 2. Reference responses to W331 -
trained to transcribe orders comectly and faded to dnd W12 It 18409
ensure meaitime protocols were implemented . | ’
for two of the six residents reskding in the faciiity. 3. Reference response to W192. UNM
(Residents #4 and #6) 4. Reference response to W192
The findings include: ’
On October 13, 2008, the GHMRP submitted a .
Plan of Correction (POC) to address daficiencies 1. Reference response to W436.
cited as a resutt of the October 1, 2009 survey. 2. R
rding to the POC, the GHMRP doeimer 1aq 2 Rlleference response to W192.
that it would receive aditional training on 3. (yoss reference responses to
ensuring consistency with mealtime protocols in W331 (#1a,,b.c)
accordance to physiclan orders, and nutrition j
recommendations, :
1. Cross Refer to W331. The GHMRP failed to Also rEeference responses to Wiia,
ensure nursing staff were effectively trained to W149, W368,W381, w436, and
transcribe and review physician's orders !
accurstely. W455{-
2. The GHMRP's medication nurse failed to use |
the appropriate adaptive feeding equipment : l
during medication administration for Residant #5. :
During medication administration observation on
Qctober 14, 2009, at 9:15 p.m., the Licensed i
Haalth Hegulation Adminkration ;
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Practical Nurse (LPN) was observed
administering Resident #5 her medications using
a regular cup. The liquid was observed to spill
from the client's mouth. During dinner
observations on October 14, 2009, at 5:35 p.m.,
the direct care staff was observed assisting the
client with drinking using a speut cup. Further
observations revealed no spillage during the
meal. Interview with the direct care staff on
October 14, 2009, during the meal indicated that
the client required a spout cup during feeding to
reduce spillage. Review of the Resident #5's
feeding protocol dated April 22, 2009, verified the
staffs interview by revealing the resident should
be fed with an adaptive spout cup to reduce
spillage.

3. The direct care staff failed to demonstrate

compatency in implementing the residents
feeding protocols, for Resident #5 and Resident
a4,

a. Observations during dinner on October 7,
2008, beginning at 8:30 p.m., revealed the direct
care staff was observed feeding Resident #5 her
dinner. The meal consisted of pureed turkey
chops, rice, greens, paars and regular thin liquid
juice. Later during the meal observations at 7:38
p.m., Resident #5 was heard gurgling. The direct
care staff was observed placing the client's cup
onto the table after asgisting the client with
drinking, The liquid being fed to the client was
thin, the texture of water. The staff was
questicned about the consistency of Resident
#5's liquids. The direct care care stated that the
liquids should be nectar consistency.

Review of Resident #5's feeding protocol dated
April 22, 2009, revealed that all liquids were
ordered to be thickened to nectar consistency.
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Based on Interview and record review, the facility

The resident's current physician orders datad
October 2008, confirmed the nectar thickened
liquid conslstency.

It shouid be noted that the review of the faclity's
training records on October 8, 2009, at
approximately 3:00 p.m., revealed that the diract
care staff received training on Resident #5's
feeding protocol on August 28, 2009; however the
direct care staff failed to provide the proper
nactar thickened liquid consistency to Resident
#5.

4. On October 7, 2009 at 6:33 p.m., Resident #4
was observed eating dinner. The meal consistad
of shredded chicken, sliced camots and rice,
interview with the direct care staff, during the
mesl, indicated that the ciient raceives g chopped
texture diet.

Review of Resident #4's meaitime protocol dated
January 22, 2009, revealed a chopped texture
diet. Further review of the resident's curment
physician orders dated October 2009, confirmed
the mealtime pratocol,

Review of the facility’s training records on
October 8, 20086, at approximately 3:00 p.m.,
revealed that the staff received training an
Resident #4's diet and feeding protocsl on August
28, 2000, However the direct care staff failed to
provide the proper diet consistency to Resident
#4 during meals.

falled to ensure that each smployee providing
nursing services was trained to competently
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transcribe orders, assess weights, and,
administer G-tube feedings, This failure posed
fikely harm to all residents’ heaith.

The findings include:

1. The facifity's nursing services failed to ensure
that each licensed staff had recsived training on
procedures to accurately measure the clients'

body weight.

Resident #1 had a decrease in her body waight
frorn 88.7 pounds in March 2008 to 62 pounds in
April 2008. The client, as of September 28, 2009,
had lost an additional pound, placing her balow
her Healthy Waight Range (HWR 82-82 Iba).

On September 30, 2009, beginning at 8:45 p,m.,
interviews wera conducted with the RN
supervisor and Director of Nursing to ascertain
more information. According to RN Supervisor,
weight variations had been documented for ;
several of the cllents residing In the facility and it :
was suspeched that weight's had not been :
completed and/or measured accurately in
previous months. The RN supervisor further
indicated that the weighing policy had been
revised 1o ensure accuracy of weights and to
identify measures to enact if warranted. The
Director of Nursing (DON) revealed that the
Supervisory nureing staff had provided training to
the nursing staff on the correct policy andg
procedure for measuring clients' body weights, to
inciude calibration of the scale to ensure that the
scale was accurately measuring waight.

Earlier interview with the LPN and the QMRP on
September 30, 2009 revealed that a new scale,
recommended by the Interdisciplinary Team {2}
had been ordered, but had not been received.

Health Regulation Adm Hon
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The QMRP indicated that the scale currently
being used In the facility had been calibrated and
was accurate. The QMRP aiso indicated that al|
nurses had been trained in its use. When the
LPN on duty was asked to demonstrate the
weighting techniques, she failed to following the
weighing protocol that required the scale to be
calibrated prior to pla¢ing the individual on the
scale. The QMRP acknowledged that the LPN
failed to following the weighing protocol.

The RN was asked to provide evidenced that all
nurses had been trained to weigh clients using
tha chair scale. The RN could not provide any
tocumentation of training.

2. Similarly, Interview with the nurses indicated
that the Supervisory RN and Director of Nursing
had trained nursing staff on tube feeding
procedures for Resident #1. This reportedly
addressed changes in the client’s tube feeding
schedule. Although it was stated that nurse
training records wouki be documented in the
in-gervice training book, subsequent review of the
training records failed to show evidence of said
training on tube feeding procedures. No
additional information was provided; therefore, a
¢hronalogical history of nurse training on the
facility's weighing and G-Tube feading protocal
could not ba verified,

It should be noted that this is a repeat deficiency.

3. Crosg Refer to W331 (#1a.b.c). The facility
failed to ensure nursing staff were sffectively
trained to transcribe physician's orders

ly.

accuratel

a. Review of Resident #1's record on Septermnber
30, 2008 evidenced physiclan orders {dated
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September 1, 2009, and September 9, 2008,
Saeptember 23, 2009 September 29, 2009) that
were transcribed inaccurately, which could likely
posed a risk to the residents’' health and safety.
According to the Director of Nursing {DON), the
supervisory nursing staff had provided train ing to
all nursing staff on and sfter the August 25, 2009,
on the importance of transcribing physician
orders’ accurately. Review of the in-service
training recorde, however, falled to show
evidence of said training on transcribing of all -
physicians' orders.

The DON acknowledged that the physician's
orders were transcribed incorrectly and that
nursing inservice training session were
ineffective,

3. Cross-refer to W331,6 The facility's nursing
services failed to ensure that each licensed staff
had receivad training on procedures to properly
calculate fluld restrictions for Resident #2 and #3,
' as ordered by the Primary Care Physician (PCP},

Review of Resident #2 and #3's Fluid Restriction
intake Sheets on September 30, 2009 at
approximately 4:00 p.m, revealed inaccuracies
with the amounts of fluids received,

a. Interview conducted with the facliity RN
supervisor on September 30, 2009 at . :
approximately 10:00 a.m. revealed that Resident )
#2 was prescribed a fluid restrietion of 880 ' s cc
of fluid dally,

Review of Resident #2's physician orders verified
the client was prescribed a fluid restriction of 880
<G of fluid daily. Review of the documantation
utilized by nursing staff { Le. Fluid intake
Monitoring Sheet) and the direct care staff {i.e.

Hedlth Reguialion Administration
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mealtime protocal) at approximately 3: 40 p.m.
revealed the resident's total allotted daily fluids
intake measured 920 cc dally.

Interview with Director of Nursing {DON) on
September 30, 2009 at approximately 5:00 p.m.
acknowiedged the fluid intake documentation
sheet and mealtime protocal were inaccurate and
the facility was not adheting to the 880cc of fluid
daily as prescribed.

b. Interview conducted with the facility RN
supervisor on September 30, 2008 at
approximately 10:00 a.m. revealed that Resident
#3 was prescribed a fluid restriction of 1500 cc of
fluid daily.

Reaview of Resident #3's physician * s orders,
verified that the client was prescribed a fluid
restriction of 1500 cc of fluid daily, Review of the
documentation utilized by the nursing staff (Le.
Fluid Intake Monitoring Sheet) and the direct care
staff (i.e. Mealtime Protocol) at approximately
3:46 p.m. revealed the client’ s total allotted
daily fluld Intake measured 1720,

Interview with Director of Nursing (DON) on
Septamber 30, 2009 at approximately 5:10 p.m,
acknowledged the fluid intake documentation
sheet and mealtime protocol were inaccurate and
the facility was not adhering to the 1500¢cc of fluid
daily as prescribed,

Although it was stated that nurse training records
would be documented in the in-sarvice tralning
boak, subsequent review of the training records
failed to show evidence of said training on fluid
intake/restrictions,

Health Ragiilation Adminsiratdon
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Continued From page 9
3514.2 RESIDENT RECORDS

Each record shall be kept cumrent, dated, and
signed by each individual who makes an entry.

This Statute is not met as evidenced by:

Based on interview and record review, the Group
Home for Mentally Retarded Person's {GHMRP)
failed to ensure that all entries in residents’
records were signed, for three of the six residents
residing in the facility. (Resldents #4, #5 and #6)

The findings include;

The GHMRP failed to ensure that physician's
telephone orders were signed and dated within
24 hours as required by local regulation [Title 7,
Subtiie D, Chaptar 13].

a. Review of Resident #5's records revealed a
telsphone orders dated September 29, 2009.
According to the orders, the Resident was
prescribed Debrox five drops to both ears, twice a
day for five days. Further review of the telophone
order revealed no evidence that the order was

signed by the primary care physician (PCP).

Interview with the registsred nurse (RN) on
October 7, 2009 at approximately 2:00 p.m.
indicated that telephone orders should be signed
within 24 hours by the PCP,

b. Review of Resident #4's medical records
revealed a telephone ordars dated September
19, 2009. The order read, "Cleanse scratch on
the forehead with peroxide, apply Neosporin
ointmant every shift until healed.” Further review
of the telephone order revealed no evidence that
the order was signed or dated by the primary care
physician (PCP). Interview with the registered
Aursa (RN) on October 7, 2009 at approximately

{l
{i

291}
291}

'3514.2

This Statute will be met as
evidenced by:

Reference responses to W104,
W114, and W149,and WH3G |

|54
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2:00 p.m. indicated that telephone orders should
be signed within 24 hours by the PCP.

C. Review of Resident #4's medical record
revealed a telephone orders dated October 8,
2009 at approximately 3:15 p.m. According to
the orders, the resident was prescribed Fosamax
70 mg, one tab, by mouth, every week on
Wadnesday for osteoporosis. Further review of
the telephone crder revealed no evidence that the
order was signed by the primary care physician
(PCP). Interview with the ragistered nurss (RN)
on Qctober 8, 2009 at approximately 4:00 p.m.
Indicated that telephone orders sholild be signed
within 24 hours by the PCP,

d. Review of Resident #4's medical record
revealed a telephone orders dated October 10,
2009 at approximately 3:15 p.m. The order read
discontinue 17 units Lantus subcutaneously (SQ)
at badtime for diabetes meliitus; Given Lantus 10
units SQ at bedtime for diabetas mellitus; and
discontinue 1/2 diet pudding st bedtime; and give
4 ounces apple juice and one graham cracker.
Further review of the telephone order revealed ne
evidence that the order was signed by the
primary ¢are physician (PCP). Interview with the
registered nurse (RN) on October 8, 2009 at
approximately 4:00 p.m. indicated that telephone
orders should be signed within 24 hours by the
PCP.

€. Review of Resident #4's physician orders
sheet on October 7, 2009 at approximately 1:45
p-m., revealed several telephone orders that had
been signed but not dated by the facility's PCP as
documented below:

- On September 9, 2009 at 6:00 p.m., the PCP
ordered via telephone, an X-ray to last toes Iaft
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Continued From page 11
foot for toe discolonation;

- On September 11, the podiatrist wrate an order
for one pair of custom made shoes; and

- On September 11, 2009, the podiatrist wrote an
order to get pain medication from PCP in regards
to pain 4th and 5th toes left foot.

f. Review of Resident #6's physiclan orders
sheet on October 8, 2009 at 3:45 p.m., revealed
several telephone arders that had been signed
but not dated by the facility's PCP as documented
below:

- On May 17, 2009 at 7:00 p.m., the PCP ordered
via telephone, to discontinue Tylenol 650 mg
PRN for temperature greater than 100, Start
Tylenol 650 mg by mouth every four hours for
pain or temperature greater than 100 degree
Fahrenhelt, PRN

- On May 18, 2009 at 1:00 p.m., the PCP
ordered via telaphone, Augmentin 500 mg by
mouth, twice a day for 15 days. Keep patient
from picking left 3rd finger. Bactroban ointment
to finder, three times a day until healed, clean
with narmal saline.

Based on Interview and reeord review, the facility
failed to ensure that all entries in resldents'
records were signed, for one of the three clients
included in the sample. (Resident #1)

The findings include:
Review of the physician's orders sheet {(POS) on

September 30, 2008 at approximately 1:10 PM
revealed Resident #1 had telephone orders that

{1261}
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Continued From page 12

had been signed but not dated by the faclity's
Primary Care Physician (PCP) as documented
below:

On August 31, 2009 at 5 p.m. the PCP ordered
via telephone the client to return to her day
program after an iliness;

On September 1, 2009 at 3 p.m. the PCP orderad
via telephone to discontinue Peptamen DT @ 40
ec/hr x 10 hours from 7 p.m, until 5 a.m.; and

On September 1, 2009 at 3 p.m. PCP ordered via
telephone that the cllent Start Peptamen DT @
50 cc 1 hour x 10 hours from 7 p.m. until § a.m.

Interview with the Register Nurse on September
30, 2009 failed to provide an expianation as to
why the physician had not dated the orders.

3520.3 PROFESSION SERVICES: GENERAL
PROVISIONS

Professional services shall include both diagnosis
and evalyation, including identification of
developmental levels and needs, treatment
sarvices, and services designed to prevent
deterioration or further loss of function by the
resident

This Statute Is not met as evidenced by;

Based on observation, interview and record
review, the Group Homes for Mentally Retarded
Persons (GHMRP) failed to ensure nursing
sarvices n accordance with each resident's
needs, for four of the six residents residing in the
facility. (Residents 3, #4, #5, and #8)

The findings include:

{1291)

{1 401}

Th

by:

35203

is Statute will be met as evidenced

1. Reference responses to w192
Reference response to w436
3. Reference responses to w192,
w436 and 331,

(1N
oY
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October 1, 200¢, the GHMRP was cited for failure
fo ensure employees providing nursing serves,
were tralned to gompetently transcribe orders,
assess weighis, calculate fluid restriction and
administer G-tube feedings On Qctober 13,
2008, the facility submitted a Plan of Correction
(POC) which stated that all nurses in the home
would receive additional training on appropriate
transcribing of physicians® orders, adherence to
the medication administration policy,
documentation and communication between the
primary care physician (PCP), ensure
consistency with mealtime protocols In
accordance to physician orders and addressing
nutrition recommendations,

1. Cross Refer to W182. The GHMRP failed to
ensure nursing staff were effectively trained to
transcribe and review physician's orders
accurately. (Resident #4 and resident ¥#5)

2. Cross Refer o W438. The GHMRP nurses
falled to foltow-up on medical ¢onsultation order
for customn molded shoes for Resident #4.

3. The GHMRP's medication nurse failed to use
the appropriate adaptive feeding equipment
during medication adminlstration for Resident £5.

Quring medication administration observation on
Cctober 14, 2009 at 9:15 p.m., the Licensed
Practical Nurse (LPN) was observed
administering Resident #5 her medications using
a regular cup. The liquid was observed to spill
from the resident's mouth. During dinner
observations on October 14, 2009 at §:35 p.m.,
the direc! care staff was observaed assisting the
resident with drinking using a spout cup. Further
observations revealed no spiliage during the
meal. Interview with the direct care staff on

Reaith Fogulation AGminietraBion
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October 14, 2009, during the meal revealed that
the resident required a spout cup during feeding
to reduce spillage. Review of the resident #5's
feeding protocol dated April 22, 2009, verified the
staffs interview by revealing the resident should
be fed with an adaptive epout cup to reduce

spillage,

4. During dinner observations on October 7,
2009 at 6:33 p.m., Resident #4 was observed
eating. The meal consisted of shredded chicken,
slicad carrots and rice. Interview with the direct
care staff, during the meal, indicated that the
resident receives a chopped texture diet

Review of Resident #4's mealtima protoco) dated
January 22, 2009, revealed a chopped texture
diet. Further review of the resident's cument
physician orders dated October 2009, confimed
the mealtime protocol.

Review of the facility’s training records on
October 8, 2009, at approximately 3:00 p.m.,
revealed that the staff received training on
Resident #4's diet and feeding protacol on August
28, 2008. However the direct care staff filed to
provide the proper diet consistency to Resident
¥4,

Based on observation, interview and record
verification, the facllity's nursing services failed to
establish systems to provide haalth care
monilering and identify services in accordance
with residents’ needs, for three of three residents
in the sample. (Resident #1, Resident #2 and
Residant #3)

The findings Include:

Haalth Hegulation AGminisiration
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1. The nursing staff falled to transcribe Resident
#1's physician’'s orders accurately, which eould
likely pose a risk to the residents’ health as
evidence by the following:

a. Interview with the nursing supervisor on
September 30, 2009 at 8:45 a.m, revealed that
Resident #1 was hospitalized from September
15, 2009 through September 23, 2009 for
elevated temperature and PEG tube infection.
Furthar interview revealed that the RN supervisor
had contacted the Primary Care Physician (PCP)
upon the resident's return to the group home and
received an order to "resume al| previous orders”.
Review of Resident #1's record at approximately
9:00 a.m. ravealed a readmission order that
Indicated “orders valid for 120 days. Resuming
all previous orders, T.0. (telephone order) PCP
reviewed by RN supervisor 9/23/09." Additional
handwritten orders, dated September 23, 2009
were discovared in the nurses' station by
Licensed Practical Nurse (LPN) #1 that were
more specific and Identified discharge orders that
were not signed by the transcriber ar the
physician. The Register Nurse (RN) stated that
she received the telephone orders from the PCP
between 4 p.m. and & p.m. and acknowledged
that she had not transeribed the telephone order
from the PCP when it was given to her.

On 9/30/09 at approximately 3:30 p.m. contact
was made with the PCP via phone which verified
that he had given the RN supervisor a telephone
order to resume all previous orders. At the ime
of the investigation, the fagility's RN failed to
transcriba telephone orders as given.

b. Review of a physician order dated September
1, 2009 at approximately 8:55 am revealed the
resident was to receive Dilantin chewable tablots

{1 401}
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{(U-D 50 myg tablets), 2 tablets crushed via G tube
everyday at 7 a.m. for seizure digorder, hold tube
feeding for 1 hour before and after administration
of Phenytoin. Review of the corrasponding
Medication Administration Record at 9:00 a.m.
revealed that the resident was receiving her
G-tube feeding from 6 p.m. to 6 a.m.

Review of the Medication Administration Record
(MAR), however, revaaled that the resident was
being administered Dilantin chewable U-D 50 mg
2 tablets, via G-tube at 6 AM. In an interview
with the RN Superviser st 9:05 a.m. , she
acknowledge that Resident #1 was administered
Dilantin chewsble U-D 50 mg 2 tablets, via
G-tube at 6 a.m.

¢. Review of the Resident #1's records at
approximately 10:45 a.m. revealed a physician
order, dated September 1, 2008. According to
the physiclan's order, the resident was prescribed
Dilantin 2 tabs (100 mg) crushed via G-tube for
selzure disorder. Review of the September 2005
MAR; hewever, documented the transcription of
the order on September 29, 2000 as Dilantin
(chewable)U-D 50 mg tab, 20 tablets (100 mg)
crushed via G-tube for seizure disorder. The
MAR was signed by a nurse on September 30,
2009 indicating the order for 20 tablets had been
administered. Interview with the RN supervisor at
approximatsly 10:45 a.m, acknowledge the order
for 20 tablets of Dilantin crushed via G-tube for
se¢izure disorder had been transcribed Instead of
Diiantin (chewable) U-D 50 mg tab, 2 tablets (100
myg) crushed via G-tube everyday ,

2. The nursing staff failed to calculate Resident
#1's G-Tube flushes in accordance with
physician orders which could likely pose a risk to*
the residents' hesith and safsty as evidence by:
H5aTth Repuation Admniiration
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Review of the Residant #1's medical record
revealed a physician order, dated September 1,
2008. According to the order, the resident was to
receive water flushes (via G-tube) prior to
medications, bstween, and after medigations.
The order spacified that her G-tube was to be
flushed with 20 cc of water both prior to and after
medications, and a 5 ml flush was to ogour
between medications. The review of the
corresponding Fluld intake Monitoring Sheet for
G-Tube, dated September, 2009, revealed that
the nurses documented completing 70 cc of
water flushes, which did not comrespond to the
number of times medication was administered.
The Director of Nursing (DON) could not explain
the discrepancy.

Interview with the Director of Nursing at 5:30 p.m.
acknowiedged that the facllity nursing staff were
complated the flushes incorrectly.

3. The nursing staff failed to clarify Resident #1's
physician telephone orders accurately, which
could likely poge 2 risk to the residents’ health
and safety as evidance by:

8. Review of Resident #1's reconds revealed a
telephone order, dated September 29, 2008,
According 1o the resident's physiclan's telephone
order, the resident was prescribed " Osmolyte
1.2 at 30 co/hr, 1 can every 8 hours from 6 a.m. -
& p.m. ( total of 3 cans per day) with 2 packages
of Procel a day or 909 kcals, 49 gm protein, 580
mi of water a day “ . The nurse failed to clarify
how to administer three cans of feedings with the
restriction of one can every six hours during her
12 hour continuous feed. Furthermore, the
nurse failed to identify the exact type and amount
of Protein supplement to be administered with the

Feahh Regulaticn Admmatation
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residant's continuous fead, It should be noted
that interview with the Director of Nursing at
approximately 5:30 p.m, acknowledged that three
cans of the Osmolyte 1.2 could not be
administered in total at the prescribed rate within
the specified 12 hour feeding cycle.

b. Review of the Resident#1's medical records
and General Emergency Deparimant Discharge
Instructions dated September 9, 2009 revealed
that the resident had a "Primary Diagnesis:
Cellulitis-drainage site, status post surgery;
Saecondary Disgnosis; Abscess/ceflulitis-skin and
Tertiary Diagnosis: Complication-postoperative
infection.” The Emergency Discharge summary
recommended Kaflex 500 mg Twenty eight: one
capsule every 8 hours for 7 days. Review of the
physician telephone order dated September 9,
2008 ravealed Keflex 250 mg/5 ml suspension 10
mi P.O. Q& hrs x 10 days for abscass.

4. The facility nurses failed to administer
Resident #1's prescribed G-tube feeding at
scheduled time,

On Saptember 30, 2009 at approximately 6:00
p.m. Resident #1 was observed laying in her bed,
at approximately a 30 degree angle and was not
receiving her 8 p.m. continuos G-tube feeding, At
approximately 6:15 p.m., the Department of
Health surveyors informed the Director of
Residential Services that Resident #1's
prescribed feeding had not been administered at
the prescribed time. At approximately 6:35 PM
the LPN #2 was observed administering 2 cans
Osmolite 1.2 cal at 30 ¢g/hr.

5. The facility nurses failed to update Resident
#1's Health Management Care Plan (HMCP).

Hedlth Hegulation nigiral
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a. Review of the Resident #1's medisal records
and General Emergency Department Discharge
Instructions dated Septemnber 9, 2009 on
September 30, 2009 revealed that the resident
had "Primary Diagnosls: Cellulitis-drainage site,
status post surgery, Secondary Diagnosis:
Abscess/cellulitis-skin and Tertiary Diagnosis:
Complication-postopenative infaction.”

Review of the Health Management Care Pian
dated October 22, 2008 on October 1, 2009 at
approximately 1.00 a.m. revealed Resident #1's
HMCP dig not updated to Includa the new
diagnoses of Abscess/celluiitis-skin and
postoperativa infection, |nterview conducted with
the Director of Nursing on October 1, 2009 at
approximately 1:16 am. acknowledged that the
HMCP had not been updated to include the
September 9, 2009 Celiulitis-drainage site,
status post surgery; Secondary Diagnosis:
Abscess/cellulitis-skin and Tertiary Diagnasis:
Complication-postoperative infection.

b. Review of the hospital discharge summary
report dated September 22, 2009 revealed that
Resident #1 was hospitalized from September
15, 2009 to Septembar 23, 2008 for treatment of
an elevated temperature and PEG tube infection,

Review of the Health Management Care Plan
dated October 22, 2008 on October 1, 2009 at
approximately 1:05 am. revealed Resident#1's
HMCP was not updated to include the treatment
for elevated temperature and PEG tube infection.
Interview conducted with the Direclor of Nursing
on October 1, 2009 at approximately 1:35 a.m.
acknowiedged that the HMCP had not been
updated to include the hospitalization for elevated
tempersture and PEG tube Infection.

{1 401}
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There was no evidence that the HMCP had been
updated since August 25, 2009,

6. The facilily nurses falled to accurately
implement Resident #2 and #3's fluid restriction.

Review of Rasident #2 and #3's Fluid Restriction
Intake Sheets on September 30, 2009 at
approximately 4:00 p.m. revealed inaccuracies
with the amaunts of fluids received.

a. Interview conducted with the facility RN
Supervisor on Saptembar 30, 2009 at
approximately 10:00 a.m. revealed that Reskient
#2 was prescribed @ fluid restriction of 880 ' s cc
of fluid dally.

Review of Resident #2's physician orders verified
tha resident was prescribed a fluid restriction of
880 cc of fluid daily. Review of the
documentation utifized by nursing staff ( i.e. Fluid
Intzke Monitoring Sheet) and the direct care staff
{i.e. mealtime protocol) at approximataly 3: 40
p-m. revealed the resident's total allotted daily
fluids intake measured 920 cc daily.

interview with Director of Nursing (DON) on
September 30, 2009 at approximately 5:00 p.m.
acknowledged, the fluid intake documentation
shesl and meallime protocol, were inaccurate
and the facility was not adhering to the 880cc of
fluid daily as prescribed.

b. Interview conducted with the facility RN
supervisor on September 30, 2009 at
approximately 10:00 a.m. ravealed that Resident
#3 was prescribed a fluid restriction of 1500 ce of
fluid daily.

Review of Resident #3's physician ' 5 orders,

Hoalth Regulation Adminisoation
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verified that the resident was prescribed a fluid
restriction of 1500 cc of fluid daily. Review of the
documentation utilized by the nursing staff (i.e.
Fluid Intake Monitoring Sheet) and the direct care
staff (l.e. Mealtime Protocol) at approximately
3:45 p.m, revealed the resident's total alloited
daily fiuid intake measured 1720.

interview with Director of Nursing (DON) on
September 30, 2008 at approximately 5:10 p.m,
acknowiedged, the fiuid intake documentation
sheet and mealtime protocol, were inaccurate
and the facility was not adhering to the 1500cc of
fluid daily as prescribed.

There was n¢ evidence that fluid restriction
requirements were implemented as prescribed.

3620.9 PROFESSION SERVICES: GENERAL
PROVISIONS

Each GHMRP shall obtain from each professional
service provider a written report at least quarterly
for sewicesrt provided during the preceding
quarter.

This Statute Is not met as evidencad by,

Based on interview and record review, the Group
Home for Mentially Retarded Person's (GHMRP)
registered nurse (RN) failed to ensure direct
physical examinations were conducted quarterly
or on a mare frequent basis, for two of the six
;ess)idents residing in the facllity. (Resident #4 and

The findings include:
1. Review of Resident #4's medical record on

Oclober 7, 2009, at approximately 4:00 p.m.,
revealed an annual nursing assessment dated

{l 401}
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January 17, 2009, Further review of the
resident's record revealed there was no quarterty
assessment in the record afier the annual nursing
assessmant interview with the RN on Qctober 7,
2009, at approximately 4:48 p,m., revealad that
direct physical examinations should be completed
every quarter (3 months).

2. Review of Resident #5's medical record on
October 7, 2009, at approximately 7:00 p.m.,
revealed an annual nursing assessment dated
September 27, 2009, however, tha agsessment
was incomplete, The assessment had four of the
seven pages completed. Interview with the RN
on O¢tober 7, 2008, at approximataly §;00 p.m.,
confirmed the assessment was incomplete.

3621.7(f) HABILITATION AND TRAINING

The habilitation and training of residents by the
GHMRP shall include, when appropriate, byt not
be limited to, the following areas:

(f) Health care (including ekills related to nutrition,
use and self-administration of medication, first
aid, care and use of prosthetic and orthotic
devices, preventive health care, and safaty);

This Statute is not met as evidenced by:
Based on staff interview and record review, the
Group Home for Mentally Retarded Person's
(GHMRP) failed to ensure residents raceived
custom made shoas, for one of the six residents
residing in the facility. (Resident #4)

The finding includes:
During observations during the survey, on

Octaber 7, 2009 and October 8, 2009, Resident
#4 was observed kicking off her sneakers,

| 407

1438

3521.7(f)
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This $tatute will be met as evidenced
by:
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Interview with the direct care staff during the
survey revealed that the resident does not like to
keep her shoes on,

Review of Resident #4's medical regord on
October 8, 2009, at 1:45 p.m., revealed a podiatry
consult dated September 11, 2009. The cansult
indicated mild discolorations on the 4th and 5th
left toes. A prescription was written for a pair of
custom made shoes,

Interview with the licensed practical nurge {LPN)
#2 on October 8, 2009 at approximately 2:00 p.m.
revealed that an appaintmant had not been
scheduled nor was she aware of the physician
order. After the interview, Bn appointment was
scheduled for custorn moided shoes.

3522 4 MEDICATIONS

The Residence Director shall report any
imegularities in the resident ' s drug regimens to
the prescribing physician.

This Statute ie not met as evidenced by:

Based on Interview and record review, the Group
Home for Mentally Retarded Person's (GHMRP)
failed to assure that all drugs are administered in
compliance with the physician's orders, for three
of six residents residing in the faciiity. (Residents
#3, #4 and ¥6)

The findings include;

1. The nursing staff failed to administer Resident
#4's order as prescribed which posed a likely risk
to the resident's health and safety.

a. Observation of the evening medication
administration on October 7, 2009 revealed

1 438
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3522.4

This Statute will be met as evidenced
by:

Reference responses to w331, w368,
W192, W381, W149, W4a55 and W10
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Resident #4 was administerad Novolog Insulin §
units at 8:45 p.m. ( SQ given at 90 degree angle),
Glucophage 1000 mg, and Qs-Cat 200 mg.
Review of the corresponding Medication
Administration Record and QOclober 2000
physicians orders on October 7, 2009, revealed
the Residen! was prescribed Novolog insulln 5
units before dinner on Octobear 7, 2009.

A face to face interview with LPN #1on Oclober 7,
2009 immediataly following the medication
observation revealed that she gave Novolog
insulin 4 unltg previously ordered on February
20, 2009. Whan LPN#1 was asked by the
surveyor why she did not give the 5 units as
orderad, she stated " | was not aware of the new
ordar”. Further observation on Qctober 7, 2008
at approximately 6.00 p.m. reveaied the nurse
changed on the MAR to indicate that Novolog
insulin & units would start on Octobar 8, 2009 and
not on October 7, 2009 as ordered by the

physician,

There was no documentad evidence in the record
that the nurse made the physician aware that the
order did not start on October 7, 2009 as
prescribed.

b. Review of Resident #4's record on October §,
2009 at approximately 11:00 a.m. revealed a
telephone order dated July 21, 2009, at 4:20 p.m,
The order the resiient was to receive which
documented, "Debrox sar drops 6.5% & drops to
both ears twice dally for five days (which should
equal tv 10 doses of medication) for wax
removal.”

Further review of resident #4's record revealed a
MAR for July 2009 that documented that tha

GHMRP's nursing staff falled to administer all ten
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doses of Debrox as ordered. Acgording to the
record, Resident #4 received nine of the ten
doses ordered.

c. A record of Resident #4's record on October B,
20089, at approximately 11:30 a.m. revealsd a
telephone order for Debrox dated August 4, 2009
at4:30 p.m. According to the order, the resident
was to recaive "Dabrex optic drops 6.5% instill 4
drops in left ear twice a day for § days (which
should equal to 10 doses of medication).”

Further review of record revealed a MAR for
August 2009 which dogumented that the GHMRP
nursing ataff failed to administer the ten doses of
Debrox ordered. Resident #4 raceived nine of the
ten doses ordered.

d. Review of Resident #4's record on Octobar 8,
2009,at approximately 3:00 p.m. revealed an
crder date Janyary 30, 2002 for "Head and
Shoulders dally,"

Further review of Resident #4's record revealed
MAR's from February 2009 through October 2009
which documentad that Residant #4 had
treatments of tha Head and Shouiders three
times @ week (which was an ordered dated from
February 23, 2004).

During a face to face interview with LPN#2 on
October 8, 2009, at approximately 4:55 p.m.
revealed that Resident #4 had a dermatology
consult in January 2008 however, she was
unable to locata the report at the time of the
interview. She acknowledged that Resident #4
was not recelving the Head and Shoulder
treatments dally as prescribed.
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14, 2009, at 1:33 p.m., the registered nurse (RN)
indicated that Resident #3 reteived a new
physician order for eye drops. Review of
Resident #3's medical records on Octaber 14,
2009 at 2:30 p.m. revealed a telephone order for
Gentamicin eye drops, four imes a day to both
eyes, dated Oclober 7, 2009 at 5:00 pm.
According to the MAR, the Resident received
Gentamicin (generi eye drops) sulfate 30 mg/mi,
two drops in each eye twice a day, baginning
Cctober 9, 2009 through Qclober 14, 2009,
Interview with the RN on QOctober 14, 2009 at
approximatsly 3:00 p.m., cenfirmed the Resident
received two eye drops iwice a day.

Thare was no evidenca that the facility's
medication nurse administered Resident #3's eye
drops as ordered (four times a day).

3. Reviaw of Resident #&'s medical record on
October 8, 2009, at 415 p.m,, revealed a
telephone order dated May 18, 2009, The order
was for Augmentin 500 mg by mouth, twice a day
for 16 days (30 doses). Review of the Resident's
medication administration records (MARS) on
October 8, 2008 at approximately 4:30 p.m.
revealed that the Resldent received the
madication beginning on May 18, 2009, during
the evening medication administration through
May 31, 2000, Further review of the MAR's
revealed that the Resident received 27 doses of
the prescribed medication.

Additionally the registered nurge (RN) was
interviewad on October 8, 2009 at approximately
5:10 p.m., o ascertaln Information regarding the
location of the June 2009 MAR. The RN could
did not retrieve the June 2009 MARs. By tha end
of the survey, the RN failed to locate and provide
the June 2009 MAR for review.
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There was no evidence that Resident #6 roceived
the prescribed doses of the antibiotics.

Based on mterview and recard review the facility
falled to assure that all drugs are administered In
compliance with the physician's orders, for one of
threa residents included in the sample. (Resident
#1)

The finding includes:

1. Review of the Resident#1's medical records
and General Emergency Department Discharge
Instructions dated August 25, 2009 at 12 noon
revealed that she was diagnosed with a Furuncle
(boll). Further review of the medical record
revealed a physiclan order, dated August 25,
2009. According to the physician ' s order,
Bactrim OS Suspension 20 ml was prescribed to
be administered via G-tube twice a day for 7 days
(for upper lip abscess). Although the medication
was prescribad for 7 days, the August 2009 MAR
indicated that Bactrim OS Suspension 20 ml was
initialty administered on August 26, 2009 at a.m.
and discontinued on September 2, 2009 at 7 p.m.
( 8 days), Interview with the RN Supervisor at
approximately 12:16 p.m. acknowledged that
Bactrim OS Suspension 20 ml was prescribed to
be adminisiered via G-tube twice a day.
Agdditionally, the RN verifled that the medicatian
had been administered for 8 days,

2. Review of the Resident#1's medical records
and General Emergency Department Discharge
instructions dated September 9, 2009 revesled
that the Resident had a "Primary Diagnosis;
Cellulitis-drainage site, status post surgery;
Secondary Diagnosis: Abscass/cellulitis-skin snd

{l
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Tertiary Diagnosis: Complication-postoperative
infection." The Emergency Discharge summary
recommended "Kefiex 500 mg Twenty eight: one
capsule every 6 hours for 7 days." Review of the
physician telephone order dated September 9,
2009 revealed Keflex 250 mg/5 mi suspension 10
mil P,0. Q& hrs x 10 days for abscess.

Review of September 2009 MAR on September
30, 2008 at approximately at 1:00 PM revealed
Keflax 250 myg (5 ml suspension} 10 mt Q 6 hours
¥ 10 days was not documented as administered
on September 13, 2009 at 6 p.m.

Interview with the RN Supervisor at
approximately 1:15 p.m. acknowledged that
Keflex 250 mg/5 mi suspension 10 mI PO, Q6
hrs was not documented as administered.

Based on intervisw and record review, the Group
Home for Mentally Retarded Person's (GHMRP)
failed to assure that all drugs are administered in
campliance with the physician's orders, for three
of six residents residing in the facility. (Residents
#3, #4 and #6)

The findings include:

1. On Qctober 14, 2009, at 1:33 p.m., the
registered nurse (RN) indicated that Resident #3
received a new physician order for eye drops.
Review of Residont #3's medical records
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STATE FORM . b BTNG12 . ¥ continuagion sheat 29 of 33




11/18/2008 18:35 FAX 13012708778

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

IDI HR DEPT

@os4

PRI 1 11/02/2000
F APPRCOVED

(X%) PROVIDEA/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

HFDO3-0035

B. WING

(X2) MULTIFLE CONSTRUGTION
A BUILDING

{%3) DATE SURVEY
'R
1016/2009

NAME OF PROVIDER OR SUPPLIER
MNDIVIDUAL DEVELOPMENT, INC.

STREET ADDRESS, CITY, STATE. ZIP CODE

431 53RD STREET, SE
WASHINGTON, DC 20019

(Xa) 1D
PREFIX

TAG

SUWMIMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR, LSC IDENTIFYING INFORMATION)

0
PREFIX
TAG

CROSS-REFERENCED TO THE APPROPRIATE

PRéVIDER’S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE i

DEFICIENCY)

{1473)

Continued From page 29

revealed a talephone order for Gentamicln eye
drops, four times a day to both eyes, dated
October 7, 2009 at 5:00 p.m., on October 14,
2008, at 2:30 p.m. According to the medication
administration records (MARs), the client
received Gentamicin {generic eye drops) sulfate
30 mg/ml two drops in each eye twice a day,
beginning October 9, 2009 through October 14,
2009, Interview with the RN on October 14, 2009
at appraximately 3.00 p.m., confirmed the
rosident received two eye drops twice a day,

There was no evidence that the facility's
medication nurse administersd Resident #3's eye
drops as ordered (four times a day).

2. The nursing staff failed to administer order ag
prescribed for Resident #4, which pesed a
potential rigk to the client's health and safety.

&a. A review of Resident #4's rocord ravealed an
order dated October 7, 2009 which ordered
Novolog insulin 5 units before dinner at 5:30 p.m.

A face 1o face interview with LPN #1 revealed that
she gave Novolog insulin 4 units as previously
ordered on February 20, 2009 and a Medication
Administration Record for the month October
2009 which reflected the new order of Novolog
insulin 5 units befors dinner to start at 5:30 p.m.
on October 7, 2009. When LPN#1 was asked by
the surveyor why she did not glive the 5 units as
ordered. Sha stated " | was nol aware of tha new
order “. Further observation on Qctober 7, 2009
at approximately 6:0Q p.m, revealed the nurse
documenting onh the MAR for the Novolog insulin
5 units before dinner to start on October 8, 2009
and not on Qctaber 7, 2009 as ordered by the
physiclan,
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Continued From page 30

There was no documented evidence in the record
that the nurse made the physiclan aware of the
order not starting on Oc¢tobar 7, 2009 as
prescribed,

b. A record review October 8, 2009 of Resident
#4's record at approximately

11:00 a.m. revealad a telaphone dated a
telephone ordered dated July 21, 2009 at 4:20
p.m. which ordered, " Debrox ear drops 6.5% 5
drops to both ears twice daily for five gays (which
shouid equal to 10 doses of medication) for wax
removal.”

Further review of the record revealed a MAR for
July 2009 which decumentsd that the facility
nursing staff failed to administer all ten doses of
Debrox as ordered. Resident #1 recsived nine of
the ten doses ordered.

¢. A recond review on Qctober 8, 2009 of
Resident #4's record at approximately 11:30 a.m.
revealed a second telephane order for Debrox
dated August 4, 2009 at 4:30 p.m, order read
"Dabrox gptic drops €.5% instilt 4 drops in left ear
twice a day for § days (which should equal to 10
doses of médication).

Further raview of record revealed a MAR for
August 2008 which documented that the facility
nursing staff falled to administer the ten doses of
Debrox ordered, Residont #1 received nine of the
ten doses ordered.

d. A record raview on October 8, 2009 of
Resident #4's record at approximataly 3:00 p.m.
ravealed an order date January 30, 2009 for
"Haad and Shoulders dally.”
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There was no documentsd evidence that
Resident #4 received freatment of Head and
Shoulders daily.

Further review on the record revealed MAR's
from February 2009 through October 2009 which
documented that Resident#4 had treaiments of
the Head and Shouiders three times a week
{which was an ordered dated from February 23,
2004).

During a face to face interview on October 8,
2009 at approximately 4:55 p.m. with LPN #2,
she revealed that Resident #4 had dermatology
consult in Januasy 2009 however she was unable
to locate the report at the time of this interview.
She acknowiedged the finding.

3. Review of Resident #6's medical record on
October 8, 2009 at 4:15 p.m. revealed a
telephone order dated May 18, 2009. The order
was Augmentin 500 mg by mouth, twice a day for
15 days. Review of the resident's medication
administration records (MARs) on October 8,
20009 at approximately 4:30 p.m, revealed that
resident received the medication beginning on
May 18, 2009 during the evening medication
administration through May 31, 2009. Further
review of the MARs revealed that the resident
received 27 doses of the prescribed medication.

Inguiry was made with the registered nurse (RN)
on October §, 2009 at approximately 5:10 p.m., of
the June 2009 MARs werg. The RN could did not
retrieve the Juna 2008 MARs. By the and of the
survey, the June 2009 MARSs were not available
for review,

There was no evidence that Resident #8 received
the prescribed doses of the antibiotics.
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